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THE WHOLE 


EFFECTIVELY 


. 


?atients with chronic rheumatoid arthritis or other collagen or allergic 
diseases often require the “tonic effect’’s as well as the anti-inflammatory 
effects of dexamethasone. For them, DECADRON has relieved fatigue and 
weakness,’ increased appetite*-® and often promoted a “real gain in 
weight’’®—“...a definite therapeutic advantage in many patients 
requiring steroid therapy.’’? 

References: 1. Bunim, J. J., et al.: Arthritis & Rheumatism 1:313, 1958. 2. Silverman, H. I., 
and Urdang, A.: Am, Prof. Pharm. 25:5 459. 3. Rudolph, J. A., and Rudolph, B. M.: 

Ann. Allergy 17:710, 1959. 4. Spies, T. D., et al.: South, M. J. 51:1066, 1958. 5. Galli, T., and 
Mannetti, C.: Minerva med, 50:949, 1959. 6. Segal, M. S., et al.: Ann. Allergy 17:418, 1959. 


~ 


7. Duvenci, J., et al.: Ann, Allergy 17:695, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. 
Also available as Injection DECADRON Phosphate, 


information on DECADRON is available to physicians on request, 
DECADRON is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


“THE MOST POTENT STEROID’ WITH “THE LEAST NUMBER OF SIDE EFFECTS”? 


&pP MERCK SHARP & DOHME * Division of Merck & Co., Inc., West Point, Pa. 
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Restores normal vitality in 


emotional fatigue 


Deprol relieves undue tiredness, apathy and depressed 
moods as it calms anxiety—without the risk of 
liver damage or extrapyramidal symptoms fre- 
quently reported with energizers or phenothiazines. 


Emotional or nervous fatigue—undue tired- 
ness, apathy, lethargy and listlessness—cuts 
sharply into the patient’s usual physical 
and mental productivity. It is one of the 
most common conditions seen in every medi- 
cal practice. Untreated, emotional fatigue 
may mushroom into a depressive episode, 
anxiety state, chronic fatigue or a mixture 
of these disorders. 


BIBLIOGRAPHY (10 clinical studies, 714 patients): 


1. Alexander, L. (35 patients): Chemotherapy of depression—Use of meprobamate com- 
bined with benactyzine(2-diethylaminoethyl benzilate) hydrochloride. J.A.M.A.166:1019, 
March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Deprol as adjunctive 
therapy for patients with advanced cancer. Antibiotic Med.& Clin. Therapy. In press, 1959. 
3. Bell, J. L., Tauber, H., Santy, A. and Pulito, F. (77 patients): Treatment of depres- 
sive states in office practice. Dis. Nerv. System 20:263, June 1959. 4. Breitner, C. 
(31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section Two), May 
1959. §. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. 8. (128 patients): Treatment 
of depression— New technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 
1959. 6. Pennington, V. M. (135 patients): Meprobamate-benactyzine (Deprol) in 
the treatment of chronic brain syndrome, schizophrenia and senility. J. Am. Geriatrics 
Soc. 7:656, Aug. 1959. 7. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 8. Ruchwarger, A. 
(87 patients): Use of Deprol! (meprobamate combined with benactyzine hydrochloride) 
in the office treatment of depression. M. Ann. District of Columbia 28:438, Aug. 
1959. 9. Settel, E. (52 patients): Treatment of depression in the elderly with a 
meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy. 
In press, 1959. 10. Splitter, S. R. (84 patients): The care of the anxious and the 
depressed. Submitted for publication, 1959. 


and 
11. Laughlin, H. P.: The Neuroses in Clinical Practice, Saunders, Philadelphia, 1956, 
pp. 448-481. 


“Dep 


Deprol acts fast to relieve emotional fatigue. 
It overcomes tiredness and lethargy, apathy 
and listlessness, thus restoring normal vital- 
ity and interest before the fatigue deepens. 
On Deprol, improvement is achieved with- 
out producing liver toxicity, hypotension, 
psychotic reactions, changes in sexual func- 
tion or Parkinson-like reactions associated 
with energizers or phenothiazines. 


Dosage: Usual starting dose is 1 tablet g.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethy] benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. 


i) WALLACE LABORATORIES « New Brunswick, N. J. 
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When she asks “Doctor, what will it 
he?” you can either flip a coin or point 
out that 51.25% births are male.' But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


For, ina series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%.° More 
than 60 million of these tiny tablets 
have been taken, The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 


tion) and 50 mg. Pyridoxine HCl (for 


94 to 6 BONADOXIN stops morning sickness 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPs and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness. See PDR p. 795. 

1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 


2. Modell, W.: Drugs of Choice 1958-1959, St. Louis, 
C. V. Mosby Company, 1958, p. 347. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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Tofranil depression 


brand of imipramine HCl 


In the treatment of depression 
Tofranil has established the remark- 
able record of producing remission 
of improvement in approximately 
80 per cent of cases.'~’ 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil 
a potent thymoleptic... 
not a MAO inhibitor. 


Does act effectively in a// types of 
depression regardless of severity 
or chronicity. 


Does not inhibit monoamine 
oxidase in brain or liver; produce 
CNS stimulation; or potentiate other 
drugs such as barbiturates and 
alcohol. 


Detailed Literature Available on 
Request. 


Tofranil® brand of imipramine HCI: tablets of 
25 mg., bottles of 100. Ampuls for intramuscular 
administration only, each containing 25 mg. in 

2 cc. of solution, cartons of 10 and 50. 


References: 1. Ayd, EF J., Jr.: Bull. School Med., 
Univ. Maryland G4: 29, 1959. 2. Azima, H., 
and Vispo, R. H.: A.M.A. Arch. Neurol. 

& Psychiat. 81: 658, “i959. 3. Lehmann, H. E. ; 
Cahn, C. H., and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 4. Mann, A. 

and MacPherson, A. S.: Canad. Psychiat. 

A. J. 4:38, 1959. 5. Sloane, R. 

Habib, A., and Batt, U. E.: Canad. M.A. 

80: $40, 1959. 6. Straker, M.: Canad. a5 
80:546, 1959. 7. Strauss, H.: New York J. Med. 
539:2906, 1959. 
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The first synthetic penicillin 
available 
for general clinical use 
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BLOOD 
LEVELS 
MIGHER THAN 
POTASSTUM 
PENICILLIN V 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS [INDICATED . 


ORAL ROUTH PROVIDES 
HIGHER INITIAL PEAK 
BLOOD LEVELS THAN 
INTRAMUSCULAR 
PENICILLIN G 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 ml. bottles—when reconstituted, 195 mg. per 5 nil. 
SYNCGILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 


IMPROVED 
ANTIBIOTIC 

ACTION FROM 
ISOMERIC 
COMPLEMENTARITY 
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ANTIBIOTIC REDUCED SOME STAPH 
ACTIVITY RATH OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 


PROPORTIONAL BY STAPH SYNCILLIN 
TO.ORAL DOSE. PENICILLINASE. — IN VITRO. 


BRISTOL LABORATORIES, SYRACU 
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A TRUE “TRANQUILAXANT” 


relaxes skeletal muscle 
spasm so the patient 
can continue to work 


Clinical experience shows that Trancopal will en- 
able your patients with low back pain to keep 
going strong. Lichtman! reports that 310 of his 
331 patients treated with Trancopal obtained 
satisfactory relief. These patients were suffering 
from low back pain, stiff neck, postoperative 
muscle spasm or other skeletal muscle spasms 
associated with trauma, bursitis, osteoarthritis 
and rheumatoid arthritis. Mullin and Epifano? 
reported that Trancopal brought relief to all of 39 
patients with skeletal muscle spasm. In these 
patients, who had suffered from trauma, bursitis, 
rheumatoid arthritis, osteoarthritis, and interver- 
tebral disc syndrome, the effect of Trancopal was 
excellent and prompt.. .’’? Gruenberg? ob- 
tained marked relief with Trancopal in 258 of 304 
patients with low back pain, torticollis, arthritis 
and other conditions associated with skeletal 
muscle spasm. Moderate relief was obtained in 
an additional group of 28 patients. Trancopal is 
a true ‘‘tranquilaxant’’ because combines the 
properties of tranquilization and skeletal muscle a 
relaxation with no concomitant change in normal > 
consciousness.'’* Side effects have been few and 

minor — and in no case were they serious enough 

to warrant discontinuing the use of Trancopal.! 
‘“‘Trancopal is exceptionally safe for clinical use.’ 
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relieves anxiety and tension so the patient can carry on 


Trancopal is also an effective agent for patients in anxiety and tension states. Accord- 
ing to recent clinical reports,!.5 it calms the patients but allows them to continue their 
work or other activity. Indeed, Lichtman found that his patients with anxiety ‘*. . . were 
in many instances able to continue their normal activities where previously they had 
been considerably restricted . . .'"1 He observed that Trancopal brought good to excel- 
lent relief to 114 of 120 patients in anxiety states. Ganz,® who noted good to excellent 
relief in 32 of 35 patients with globus hystericus, and in his entire series of 100 patients 
in anxiety or tension states, comments: ‘‘Chlormethazanone [Trancopal]l, by relieving 
the psychogenic symptoms, allows the patient to use his energies in a more productive 
manner in overcoming his basic problems.’’® 

Relieves dysmenorrhea — Trancopal has also proved to be a useful medication in the 
treatment of patients with dysmenorrhea,'-4-® probably producing its effect ‘‘.. . by 
means of a combination of muscle relaxant and tranquilizing actions.’’4 


Indications 
Musculoskeletal disorders Psychogenic disorders 

Low back pain (lumbago) Ankle sprain, tennis elbow Dysmenorrhea 
Neck pain (torticollis) Osteoarthritis Premenstrual tension 
Bursitis Rheumatoid arthritis Anxiety and tension states 
Fibrositis Disc syndrome Asthma 

a Myositis Postoperative muscle spasm Angina pectoris 

Aicoholism 

ne A Dosage: Adults, 100 or 200 mg. orally three or How Supplied: Trancopal Caplets® 100 mg. 

di four times daily. Relief of symptoms generally (peach colored, scored) and 200 mg. (green 
3 occurs promptly and lasts from four to six hours. colored, scored), bottles of 100. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 2. Mullin, W. G., and Epifano, Leonard: Am. Pract. & Digest Treat. 
10:1743, Oct., 1959. 3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 
5. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 6. Stough, A. R.: J. Oklahoma M. A. 52:575, Sept., 1959. 


Laboratories e New York 18, New York 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS 
TRANCOPAL [BRAND OF CHLORMEZANONE)! AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
WE THAT'S 
ONLY BECAUSE 
USED , Sx YOU WELL, 
WHAT TETRAVAX... YES: ONLY I, 
-TWO one SHOT, 
SURPRISE ! SHOTS INSTEAD 
IN OF CHEATED.. 
ONE. TWO../ 


TETRAVAX. 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TRAVAK A TRADEMARK OF MERCK CO., INC, 


MERCK SHARP & DOHME, pivision oF MERCK & CO., INc., WEST POINT, PA. 
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...Felief from pollen allergies 


more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'® Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.! Oral administration distributes medication 


to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.** 


Relief is prompt and prolonged 
because of this special 
timed-release action 
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Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl 


ee eee 50mg 
Pheniramine maleate ....... TRCTTEPITE 25 mg. 
Pyrilamine maleate... 29MQ, 


TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 
TRIAMINIC SYRUP each teaspoonful (5 mi.) provides '/ the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N.D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Malien, S.R.; Hernando, L., 


and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then — the core disintegrates 
to give 3 to 4 more 
hours of relief 


SMITH-DORSEY -e¢ A DIVISION OF THE WANDER COMPANY e LINCOLN, NEBRASKA 
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unsurpassed G.I. sustained extra-day protection 


greater 
toleration peak action against relapse 


activity 


NOW...THE EXTRA BENEFITS OF BROAD-SPECTRUM 


CLOMYCIN 


| 75 mg./5 cc. tsp., in 2 fl. 
IN THE NEW, ’ | oz. bottle—3-6 mg. per Ib. 
CHERRY-FLAVORED . daily in four divided doses 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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she calls it “nervous indigestion 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


A. H. ROBINS COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (44 gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


NTISPASMODIC - SEDATIVE - DIGESTANT 
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in infectious disease”? 
in 

in hepatic disease" 

in malabsorption 

in degenerative disease 

in cardiac disease 

in dermatitis 

in peptic ulcer 

in neuroses & psychiatric disorders?” 
in diabetes 
in 

in ulcerative colitis + 
in 

in pancreatitis’ 

in female climacteric 


Patients with chronic disease deserve 
the nutritional support provided by 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
Clinically-formulated and potency | 
protected to provide 

enougn nutritional sup 

to do sot 


with vitamins only 


Theragran 
also available: 


Theragran Liquid | 
Theragran Junior | 


SQUIBB 


| 
| 


*THERAGRAN’® 1S & SQUIBB TRADEMARK Squibb Quality—the Priceless Ingredient. 
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Doctors, too, like “Premarin? 


= doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like ““Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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now...for greater p 


a smooth, creamy preparation 
containing the highly active 
topical corticosteroid, 
triamcinolone acetonide, 

plus neomycin 


. 


Aristocort Acetonide Cream 


TRIAMCINOLONE ACETONIDE 0.1% 


Tubes of 5 and 15 Gm. 
Aristocort Acetonide Ointment 


TRIAMCINOLONE ACETONIDE 0.1% 


a form of Tubes of 5 and 15 Gm. 
ARISTOCORT® Especially desirable in thick lichenified chronic dermatoses requiring frictional application 
Triamcinolone 
fll Neo-Aristocort® Acetonide Eye-Ear Ointment 
to any NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% 
topical need Tubes of ¥ oz. 


For inflammatory, allergic, infective eye and ear conditions 


4 t 
o 
# 
bere 
» 
we 
; 
Be 
‘ 
ys, 


Neo-Ari 


several factors indicate NEO-ARISTODERM Foam 


for topical treatment of dermatoses: 


(1) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 


Triamcinolone Acetonide — with Neo-ARISTODERM Foam spreads readily Neo-ARISTODERM Foam is neat—not 
therapeutic efficacy equal to or greater without irritation or burning. It can be messy or sticky. Patients like the 
than that of topical hydrocortisone — applied to oozing, crusted, severely attractive push-button dispenser and 
in one-tenth the concentration; 1:2 inflamed and injured skin, or to the richness of the foam. This helps 
plus neomycin—a leading topical mucous membranes. There have been to assure faithful adherence to 
antimicrobial agent. no reactions of primary irritation or your instructions. 


allergic sensitization to date. 


Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: 4.M.A. Arch. Dermat. 78 643 (Nov.) 1958. 
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FOR ACNE 


CREAM 


Therapeutic topical application suppresses 


and masks lesions. Dries, peels, degerms the 
Skin. Used with pHisoHex” (antiseptic de- 
tergent) washings to unplug follicles, help 
prevent comedones, pustules and scarring. 


Teen-agers like new pHisoAc Cream. It is smooth, odor- 
less, flesh-toned, and greaseless. It spreads and dries 
quickly. Ask the Winthrop representative for the special 
booklet, ‘‘Teen-aged? Have acne? Feel lonely?,’’ contain- 
ing basic home treatment routine and psychological aid 
for the patient. 


New pHisoAc Cream contains colloidal sulfur 6 per cent, 
resorcinol 1.5 per cent, hexachlorophene 0.3 per cent, 
orthophenylphenol 0.3 per cent, and alcohol 10 per cent 
(w/w). Available in 144 oz. tubes. 


LABORATORIES 
New York 18, N. Y. 
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new chapter diuretic 
hypertension therapy 


lowest dosage —unexcelled diuretic activity 


trichlormethiazide 


selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity...maximum sodium output... 
balanced sodium and chloride excretion...24-hour effect on one 4 mg. dose...signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 

more economically priced...dosage less than 1/100 of chlorothiazide 

Packaging: NAQUA Tablets, 2 and 4 mg. scored, bottles of 100 and 1000. 
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for maximum effectiveness Recently, Griffith' reported that V-Cillin 
K produces antibacterial activity in the serum against penicillin-sensitive patho- 
gens which is unsurpassed by any other form of oral penicillin. This helps explain 
why physicians have consistently found that V-Cillin K gives a dependable 
clinical response. 


for unmatched speed Peak levels of antibacterial activity are attained 
within fifteen to thirty minutes—faster than with any other oral penicillin.! 


for unsurpassed safety The excellent safety record of V-Cillin K is 
well established. There is no evidence available to show that any form of peni- 
cillin is less allergenic or less toxic than V-Cillin K. 


Prescribe V-Cillin K in scored tablets of 125 and 250 mg., or V-Cillin K, Pediatric, 
in 40 and 80-cc. bottles. 


1. Griffith, R. S.: Comparison of Antibiotic Activity in Sera Following the Administration of 
Three Different Penicillins, Antibiotic Med. & Clin. Therapy, 7:No. 2 (February), 1960. 


V-CILLIN K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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NUMBER 5 


VOLUME 32 


REPORT OF THE COMMITTEE ON AGING’ 


TO THE MEDICAL SOCIETY OF DELAWARE 


PRESIDENT SHANDS: The program this 
afternoon has been planned to give us an 
insight into some of the problems of the 
aged. We have five very eminent authori- 
ties who will speak on the subject. 


To start it off, we will have a report from 
Dr. Prickett from Smyrna, the head of 
the Welfare Home and now the head of 
the Governor’s or the Citizens’ Committee 
on the Aging, which is being set up by Act 
of Legislature. Dr. Prickett, will you tell 
us about Delaware on the subiect of aging. 


Dr. CLARENCE J. PRICKETT. Mr. Presi- 
dent, members of the Medical Society of 
Delaware, and distinguished guests: 


We are highly honored by the presence 
of the distinguished speakers who are with 
us to discuss the medical care of our aging 
population and who, I am sure, will give 
us greater insight on this subject and a 
broad view into the general subject of aging. 


I first wish to congratulate Dr. Shands, 
our President, for having obtained such 
outstanding members of the medical pro- 
fession to meet with us in the considera- 
tion of this very vital subject, and I ap- 
preciate the privilege of presenting the re- 


*Presented at the 170th Annual Meeting of the Medical Society 
of Delaware, October 15, 1959. 
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port of the Committee on Aging of our 
State Society. I do this with the feeling 
of regret that this Committee has not form- 
ulated ideal plans for the medical care of 
our aging people, but I am happy to report 
that progress is being made, that the Com- 
mittee believes the medical needs of the 
aging are being met in a satisfactory, if 
not ideal, manner and that the Delaware 
medical profession will continue its efforts 
as situations demand and will continue to 
give the aging population the necessary 
care in a satisfactory manner. 


The rapid increase in the number of 
persons beyond the age of 65 with the 
increase in life span was unforseen not 
only by the medical profession but by the 
industrialists, economists, and by almost 
everyone excepting possibly a few prophets 
or seers, 


Dr. Frederick C. Swartz, of Lansing, 
Michigan, in connection with sub-committee 
meetings in Washington, D.C., said, “The 
work of the American Medical Association 
in the field of aging has shown that the 
needs of persons over 65 are complex and 
that providing opportunity for these citizens 
to meet their needs requires full recognition 
of the widely varied circumstances under 
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which they live,” and, “if the experience 
of the American Medical Association Com- 
mittee on Aging is any indication, the mem- 
bers of this committee may even find their 
own conception of aging undergoing ma- 
terial changes as the study progesses.”’ 


The goal of the American Medical As- 
sociation Committee on Aging is “Optimum 
Health for Each Individual” and it is the 
hope of the Delaware committee that our 
study will contribute and be helpful in 
finding a method or methods leading to the 
goal of healthy, happy living and a full 
enjoyment of our later years. 


Between 1900 and 1950, the United 
States saw a revolution in population. Dur- 
ing this period, the number of those aged 
45-64 in this country roughly tripled to 
31,000,000, and those aged 65 and over 
quadrupled to 12,000,000. Present esti- 
mates are that today there are 15,000,000 
Americans 65 years of age and older, and 
that by 1970 this figure will climb to more 
than 20,000,000. 


Population Trends 


Population trends in Delaware are com- 
parable to those of the rest of the country, 
with the distinction that a smaller propor- 
tion of the population is over 65 years in 
Delaware than in the country generally. 
In this State, 7.3% are over 65; nationally, 
8.8% of the population is age 65 or over. 
It is both interesting and significant that 
there are substantial differences in the age 
composition of metropolitan northern Del- 
aware and in agricultural southern Dela- 
ware. In New Castle County, the 1957 
figures of the United States Bureau of 
Census indicated that 5.1% of the popula- 
tion was over 65 years of age. To achieve 
an overall percentage of 7.3%, it follows 
that nearly 12% of the population of Kent 
and Sussex County must be 65 years of 
age or older. Dr. Floyd I. Hudson, Execu- 
tive Secretary of the Delaware State Board 
of Health, explains that an enormous in- 
flux of younger working people has been 
seen in New Castle County during the past 
decade, effectively deferring a rise in the 
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percentage of aged people comparable with 
that seen elsewhere. 

Census figures for New Castle County 
indicate a leveling off of the aged popula- 
tion from 7.5% in New Castle County in 
1950 to 5.1% in 1957, and an estimated 
5:2% in 1960, 5.3% in 1965 and 5.3% in 
1970. Thus, the state appears to be faced 
with .wo distinct situations with regard 
to the aged, in that the percentage of citi- 
zens over 65 in Kent County and in Sussex 
County appears to be about double that 
expected in New Castle County. 


As a summary of the States’s population 
picture in 1957, we had a population of 
approximately 426,000, composed of 151,- 
000 individuals under 18 years of age; 162,- 
000 from 18 to 44 years of age; 82,000 from 
45 to 64 years of age; and 31,000 aged 65 
and over. 


Obviously, any revolution in population 
composition brings with it problems of 
housing, economics, and welfare in its many 
aspects. As a physicians’ committee, we 
have had to confine our chief interest to 
the medical and hospital aspects of geri- 
atric care, but we feel that to be realistic, 
this care must be considered against an 
economic and _ sociological background. 
Therefore, having presented background in- 
formation on population, we should like to 
digress for a few moments to the economic 
status of the aged. 

In Delaware, during the period 1955-1957, 
there was an annual per capita income of 
$2,744. In 1957 the median income of 
Delaware men 65 or over was $1,714 per 
capita. 25.4% of men over 65 had no in- 
come. Among women the median per capita 
income over 65 years of age was $594, while 
63.2% of women over 65 had no income at 
all. This is, of course, without reference 
to indirect income in the form of home- 
grown produce, rent-free dwelling place, etc., 
and refers solely to cash income. Delaware 
ranks in the upper third of states in per- 
centage of male population 65 or over in 
the labor force, as of 1950. 45.1% of Del- 
aware males over 65 were employed in that 
year, as against a national percentage of 
41.5%. 
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Apart from private employer pensions, 
about which no general information is 
readily available, there are two major 
sources of unearned income for the aged. 
These are federal old age assistance (Social 
Security) and State Department of Public 
Assistance grants. 


In Delaware, 711 out of every thousand 
people 65 years of age or older were receiv- 
ing one or the other or both of these forms 
of aid during June, 1958. 673 of these were 
receiving Social Security benefits, 49 State 
old-age assistance grants, and 11 were re- 
ceiving both. 


Further, to break down the Social Se- 
curity picture, of the 26,947 payments to 
Delawareans in June 1958, 15,582 people 
were receiving old-age retirement, 3,970 
were receiving benefits as the wife of an 
insured worker, 2,896 were receiving Sur- 
vivor’s payments, and 71 were receiving 
parents’ benefits. Owing to some duplica- 
tion in the categories, the total number of 
elderly people receiving the 26,947 types 
of payment is 22,519. 


On an individual basis, the average bene- 
fit per wage earner per month was $75 in 
June, 1958. The amount will have in- 
creased since then, because of a 7% increase 
in the Social Security benefit, and the base 
will have been broadened because of the 
increase in the actual number of bene- 
ficiaries. 


Sources Of Income For Aged 


There are several sources of income for 
aged persons similar to Social Security, 
but administered separately. To enumerate 
these briefly, 1940 Delawareans are receiv- 
ing retirement benefits through the Railroad 
Retirement program, amounting to a total 
monthly benefit of $182,000. 444 Dela- 
wareans received Civil Service retirement 
in the amount of $60,000 per month. 230 
people received State and local retirement 
pensions in the amount of $26,000 per 
month. 1470 Delawareans received various 
payments, including Disability and Sur- 
vivors’ benefits through the Veterans Ad- 
ministration, in the amount of $111,000 


May, 1960 


Committee on Aging 


per month. All these figures are for June, 
1958. To summarize, it would appear that 
approximately 31,000 individual payments 
totaling approximately $1,925,000 per 
month were being made through federally- 
administered programs to Delawareans in 
June, 1958. There was a certain amount 
of overlapping, some individuals receiving 
payments from more than one source. How 
much of this actually occurs, your Com- 
mittee does not know. 


Delaware’s program of State Old Age 
Assistance is considerably more variable 
than the Federal Social Security Program, 
chiefly because of the requirements for 
participation. To be eligible for OAA, a 
recipient must, first, have been a resident 
of the State for a period of one year and 
be 65 years or older. Second, he must have 
an income not in excess of the standard 
set by the State Department of Public Wel- 
fare, and third, he must have less than $300 
in cash. A certain amount of personal 
property is allowable over and above cash 
resources. A department social worker 
estimates the eligibility for the maximum 
$75 payment, and takes into consideration 
the personal property of the prospective 
recipient. The average old age assistance 
payment in Delaware is $48.50 per month. 
This compares with the national average 
state payment of $64.90. 


Delaware is notable, with Montana, as 
one of two states not providing vendor pay- 
ments for medical care. Nationally, these 
payments average $5.80 per month, but 
reach a high of $23.90 in Oregon. The 
Federal Government stands ready to con- 
tribute $3.00 of the first $6.00 spent each 
month for this service. An exception to 
the lack of vendor payments in Delaware 
is a $5.94 monthly allowance for medical 
care given to the blind. 


Forty-nine Delawareans of every 1,000 
over 65 years of age receive State assistance. 
This compares with the national average 
of 162 of every 1,000. Approximately half 
of the State’s caseload is in rural areas, 
chiefly in Kent and Sussex Counties. 
Changes in Social Security regulations 
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which affect the financial status of the 
aged naturally effect the caseload of the 
State Welfare Department. 


From economic resources, your Com- 
mittee turned its attention to physical re- 
sources available for medical care of the 
aged. These have been separated, broadly, 
into three categories: Privately incorpor- 
ated hospitals, home care programs, and 
nursing homes. 


Physical Resources Available 


Delaware has nine privately incorporated 
general hospitals available for the care of 
the aged. Of these, five are located in and 
around Wilmington, and offer approximately 
1,250 beds. General hospitals are also lo- 
cated in Dover, Milford, Seaford, and 
Lewes, averaging slightly under 100 beds 
each. Expansion programs are now under- 
way in at least the Beebe Hospital in Lewes, 
the Kent General Hospital in Dover, and 
the St. Francis Hospital in Wilmington. 


The Committee’s discussions with hos- 
pital administrators have shown unanimity 


on two points: first, that some means must 
be found to increase the State’s participa- 
tion in meeting the cost of care for patients 
who are unable to meet it for themselves; 
and second, that aged patients do not 
create a medical problem different from 
that of the population as a whole, except, 
that there is naturally a larger percentage 
of admissions among the older population 
than among the general population. It 
would also appear that there has not been 
any substantial increase in the percentage 
of patients admitted over age 65 in the 
past several years. 


To the older patient himself, however, 
illness presents a more serious problem than 
to the younger patient. As a result of a 
longer average length of stay, the aged 
patient has a larger hospital bill than does 
the younger one, and is less able to pay 
for his hospitalization. Mr. Bertram Zim- 
merman has demonstrated this in an 
analysis of a ten percent random sample of 
discharges from the Delaware Hospital 
during the year 1957. Mr. Zimmerman’s 
findings are shown in the summary below: 


Average Charges by Age Group by Service — All Patients 


Clinical Service Age 60-64 Age 65-69 Age 70-74 Age 75+ All Patients 
Medicine $302 $346 $374 $400 $347 
Surgery 491 430 399 521 330 
Gynecology 402 262 340 382 184 
Genito-Urology 619 547 488 552 300 
Orthopedics 384 74 521 402 344 
Neuro-Surgery 887 191 571 
Dentistry 96 99 
Ophthalmology 161 319 280 132 208 
Other 266 144 


Average Length of Stay by Age by Clinical Service 


Clinical Service Age 60-64 Age 65-69 Age 70-74 Age 75+ All Patients 
Medicine 10.88 14.24 15.27 14.79 12.22 
Surgery 14.81 14.33 13.00 19.63 10.71 
Gynecology 16.67 10.50 10.00 15.00 5.52 
Genito-Urology 19.00 15.33 16.50 27.00 10.05 
Orthopedics 12.33 3.00 15.00 11.67 12.83 
Neuro-Surgery 36.50 7.00 20.19 
Dentistry 3.00 2.39 
Ophthalmology 8.50 12.25 13.50 6.50 9.18 
Other 8.00 4.87 
192 May, 1960 
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In his study, Mr. Zimmerman makes 
the reasons for longer length of stay and 
higher average costs per case among the 
aged quite clear. On the whole, population 
of the hospital, the diagnosis of patients 
with the higest average length of stay were: 

Vascular lesions of the central nervous 

system 

Accidents 

Other diseases of the central nervous 

system 

Malignant neoplasms 

Nephritis and Nephrosis 

Hypertensive and arteriosclerotic heart 

disease 


The diagnoses resulting in the highest aver- 
age cost per patient were: = 
Malignant neoplasms 
Vascular lesions of the central nervous 
system 
Other disease of the central nervous 
system 
Accidents 
Disease of the stomach and duodenum 
Senility and ill-defined diseases 


The leading causes of hospitalization among 
the aged were: 
Hypertensive and arteriosclerotic heart 
disease 
Malignant neoplasms 
Accident 
Vascular lesions of the central nervous 
system 
Diseases of the eyes and ears 
Respiratory infections 


While it is difficult to draw absolute lines 
of cause and effect, it is obvious that four 
of the most frequent diagnoses of aged 
patients also appear on the list of those 
diagnoses requiring the highest average 
length of stay, and three of those also are 
among the diagnoses resulting in the highest 
average cost to the patient. 


Confronted with these problems, how do 
aged patients pay their hospital bills? 


Mr. Zimmerman found that of 128 pa- 
tients over 65 years of age in his sample, 35 
paid for care themselves; 46 were covered 
by Blue Cross; 13 were covered by other in- 
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surance; 22 were indigent; and 12 made 
partial or no payment. 46.1% of aged 
patients were covered by hospitalization in- 
surance, as compared to 75.9% of the 
younger patients. 


Before proceeding, the Committee wishes 
to express its appreciation to Mr. Zimmer- 
man for making available his studies, which 
have consumed literally hundreds of hours 
of work, and which otherwise could not have 
been available to the Society. 


State Institutions 


State-owned institutions providing medi- 
cal care for the aged among others, include: 
Delaware State Hospital with 1400 beds; 
Hospital for the Mentally Retarded with 
475 beds; Governor Bacon Health Center, 
with 140 beds for geriatric patients; Emily 
P. Bissell Hospital with 223 beds for tuber- 
cular cases; and the State Welfare Home 
and Hospital for the Chronically Ill at 
Smyrna with a normal capacity of 346 beds, 
will soon add 196 beds through an appro- 
priation of $1,100,000 from the State and 
a grant of $747,165 from the Department of 
Health, Education, and Welfare, under pro- 
vision of the Hill-Burton Act. The addi- 
tion of this unit will provide not only for 
the permanently ill but for the chronically 
ill, and will function as a rehabilitation in- 
stitution in that it gives the opportunity for 
participation in community life for older 
people, and aims to rehabilitate as many 
people as possible, at least sufficiently to 
realize this goal. 


State Agencies 


State agencies standing ready for service 
include the State Department of Public 
Welfare, mentioned above, the Rehabilita- 
tion Division of the State Board of Educa- 
tion and the State Board of Health. The 
Vocational Rehabilitation Division has re- 
habilitated over 500 persons to gainful em- 
ployment. There are an increasingly large 
number of older people in this group. In 
1949, only 15% were over 45, while in 1959, 
34 were over 45, and 2% were over 65. 


While the State and County Boards of 
Health have no specific programming for 
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the aged, each unit provides primary care 
in the form of direct nursing service, coun- 
seling, and reference to existing facilities. 
The licensing of nursing homes is also a 
service provided by the State Board of 
Health which directly benefits the aged 
person. 


Granted that hospital care is more bur- 
densome for the aged than for others, for 
a variety of reasons, the question must arise 
as to what facilities should be made avail- 
able other than the hospital for care of the 
sick. Your Committee advisedly refuses 
to use the term aged sick, because it be- 
lieves that qualitatively, no difference 
exists between the medical problems of the 
aged and those of any other population 
group. Efforts to provide extra-hospital 
care might best originate from the hospital 
itself. At any rate, some of our hospitals 
are reaching out for ways to alleviate 
financial stress upon the patient and upon 
the hospital itself without sacrificing the 
quality of care needed by the patient. 
These efforts take two forms: The Home 
Care Program and the Social Service De- 
partment. 


The Social Service Department is a 
formalized attempt to put the patient in 
touch with those agencies public and pri- 
vate, which can best serve his need. It is 
a thoroughly commendable project, but 
does rely upon existing facilities to assist 
it in its operation. 


The Home Care Program, of which one 
is now in operation in the State, is a more 
ambitious project, and we should like to 
comment upon it. 


Essentially, home care is a self-explana- 
tory phrase, signifying that the patient is 
cared for at home instead of any hospital 
or long-term care institution. Every 
practicing physician who makes house calls 
on patients too ill or infirm to visit his of- 
fice has a “home care program” of his own. 
A well organized program operating from 
the hospital makes it simpler for the phy- 
sician to obtain the various professional 
services such as those supplied by the 
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Visiting Nurse Association, occupational 
therapists, physical therapists, laboratory, 
etc., and supplies such as drugs, bandages, 
and equipment, as well as transportation to 
the hospital for consultations, x-rays, or 
other reasons. 


The aged, because of their higher inci- 
dence of chronic disease, their usually poor- 
er economic situation, and their generally 
poor adaptation to strange environments 
are eminently suited for home care. A 
greater use of home care programs by all 
physicians might, perhaps, prevent some 
and shorten many hospitalizations of the 
aged patient. 


Certain criteria must, of course, be met 
before any patient can be considered a 
suitable candidate for home care. Most 
important, obviously, is the necessity for a 
responsible family that wishes to bear the 
burden of the patient’s care and wants 
him at home. Under these conditions, the 
patient does better at home, eats better, 
sleeps better, is happier and therefore less 
pre-occupied with his illness. We must 
stress here that it is the availability of a 
relative, willing and able to care for the 
patient that counts, and not the previous 
nursing experience of the relative. 


Equally obvious, the medical condition 
must be such that home care will provide 
satisfactory service to the patient. This 
is a determination for which the attending 
physician will always be responsible. 


Because of the nature of the diseases 
amenable to home care, chronicity will 
usually be an aspect of the care. This is 
illustrated by the elderly patients cared 
for in the third year of operation of the 
local pilot home care program. During 
this year, 9 of the 30 patients over 60 years 
of age died; 10 were discharged for follow- 
up through the out-patient department; 
two were readmitted to the hospital; and 
9 remained on home care. 


The Nursing Home 


The role of the nursing home lies some- 
where between that of the home care pro- 
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gram and the general hospital. It is dif- 
ficult to define this role exactly because 
of the variance between homes for the aged 
who are ambulatory and homes for the aged 
who are essentially bedridden. Because of 
the personal nature of nursing home care, 
it is doubtful that any cut and dried defin- 
ition will ever be available. 


There are in Delaware approximately 40 
licensed nursing homes, of which 18 are in 
the City of Wilmington. A few, approxi- 
mately 8, scattered throughout the State 
offer care designed especially for the aged 
patient. Again, it is difficult to define ex- 
actly the distinction between care for the 
aged patient and care for any other type 
patient. About one-half of the nursing 
homes in this State are privately owned. 


While the nursing home seems an ideal 
way of caring for many patients, there are 
significant problems involved. The major- 
ity of the adequate homes have few vacan- 
cies. The usual patient stays until death 
claims him. While the average stay 
in a nursing home appears to be about 3 
years, it is probable the mean is consider- 
ably shorter. A comparison with the fig- 
ures at the Delaware State Hospital for 
presumably similar patients would show a 
mean length of stay of 6 months to one 
year among those patients who are not dis- 
charged either into the community or into 
an acute general hospital. 


The chief problems of nursing homes 
seem to be those of personnel. To main- 
tain a license, a home must have at least 
minimally trained personnel on duty at all 
times. There is a shortage of people train- 
ed in this type of work. Further, the mini- 
mum fee in private nursing homes, generally, 
appears to be about $225 per month or 
$50 a week. This eliminates this type of 
home as a facility for care of the older per- 
son whose income is solely from Social 
Security or the State Welfare Department. 
Thus, there exists a certain proportion of 
the aged ill who would benefit by nursing 
homes but who are unable to afford them. 
Your Committee has been unable to secure 
figures on this particular point. 
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Special Division Created 


In the current session of the Delaware 
General Assembly there was created with 
the support of the Medical Society of Dela- 
ware, a Division of the Aging within the 
Board of Trustees of the State Welfare 
Home. It will be the duty of this division 
to foster the formation of a Citizens’ Coun- 
cil on Aging. The Council will consist of 
a central committee and of local committees 
composed of persons who are outstanding 
in each phase of aging in every community. 
On the central committee, as well as on 
each local committee, a physician will be 
included in the membership. Expenses 
for a thorough study of all phases of aging 
have been provided by a grant of $12,200 
from the Department of Health, Education, 
and Welfare, and the findings of the various 
committees of the Council will be commun- 
icated to the White House Conference on 
Aging in January 1961, which conference 
has the theme, “Aging With A Future, 
Every Citizen’s Concern.” 


Investigations 


Investigation, as thorough as possible, 
will be made throughout the State into such 
subject as: (1) Determination of an ade- 
quate minimum income, (2) The opportun- 
ity of our older citizens to become gainfully 
employed, (3) The availability of home- 
living for older persons, (4) The availabil- 
ity of home-like institutional care. (5) The 
possibility of the mental and physical re- 
habilitation of older people and their par- 
ticipation in community affairs, (6) The 
recommendation of continued research into 
all phases of aging. 


Your Committee wishes to point out 
that however complex the medical needs of 
the aged may be, they are, after all simply 
one of the many needs of our older people, 
and should be kept in this perspective. The 
goal of the American Medical Association’s 
Committee on Aging is “Optimum health 
for each individual,” which recognizes, we 
think, the fundamental truth that the aged 
must be considered an integral part of our 
Society and that regardless of age, none are 
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happy unless they have the feeling of be- 
longing — unless they are given an equal 
opportunity to work or to be employed in 
some manner—unless they have a retire- 
ment income sufficient for health and hous- 
ing and participation in community life 
— or unless they have pleasant and ade- 
quate home surroundings. Dr. L. Kuplan 
has put this well in the journal, “Geriat- 
rics”: “The basic responsibility for meeting 
the problems of aging lies with the citizens 
of each community.” 


Dedication To A Cause 


While the population is changing daily 
in Delaware, the nation, and the world, your 
Comittee does not feel that it is drawing a 
flowery picture when we state that we ful- 
ly believe that the medical services for the 
aged available in Delaware will not only 
continue to be adequate but will increase 
to the extent that we will meet satisfactor- 
ily future medical needs of our aging popu- 
lation. Those aged persons who have had 
sufficient health to build an estate of ade- 
quate size to provide for a full life following 
retirement, those individuals who receive 
sufficient pension from industry to provide 
the necessities of life, and the aging individ- 
uals who have relatives, especially legally 
responsible relatives who are well able to 
provide for all needs of the elderly person 
must and will continue to meet these needs. 
For those who are chronically ill, without a 
home, without funds or any source of in- 
come, who have small pensions or inade- 
quate Social Security benefits, must con- 
tinue to be taken care of through approp- 
riations made by the State and Counties. 


Your Committee realizes that we have 
little more than an interim report — a 
beginning — to present today. The med- 
ical problems of our community at large, 
including those of the aged, are complex 
and will require the continuing study and 
support not only of the committees of the 
State Medical Society but of Physicians 
generaly and citizens generally. We feel 
that we have made a start and we intend to 
continue our work. There are many things 
that we do not yet know and there is 
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information that we have not included in 
this report for reasons not only of time but 
because of the doubtfulness of their place 
in the general picture. 


In closing, however, I would like to 
present certain fundamental truths that 
have been established and that must be 
borne in mind by all of us as we treat the 
aged ill. 


For those who are chronically and per- 
manently ill, home-care, or home-like in- 
stitutional care must be arranged. 


Proper mental adjustment in older peo- 
ple is often obtained or at least improved by 
tender loving care as suggested by Dr. J. 
T. Ferguson. 


Older people should expect and obtain 
the privilege of participation in the recrea- 
tional, educational, religious and civic life 
of the community. 


Many have gained happiness through 
proper counseling during their earlier years. 
And finally, elder citizens should have the 
right to free choice, self-help, and planning 
of their own futures. 


May I repeat an old saying: “Since we 
are adding years to life, we should also add 
life to those years.” 


I wish to thank Dr. Samuel G. Elbert 
Jr., for the report of his visit as a delegate 
to a meeting of the American Medical 
Association, Committee on Aging; Dr. 
Bernadine Z. Paulshock, for her report as 
a delegate to the Joint Council of the Amer- 
ican Medical Association, American Hos- 
pital Association, American Dental Asso- 
ciation and American Nursing Home Asso- 
ciation; and to Dr. John J. Lazzeri, for his 
report of the Leadership Institute on the 
White House Conference on Aging. 


Respectfully submitted, 


C. J. Prickett, M. D., Chairman 

S. G. Elbert, Jr., M. D., Vice-Chairman 
J. A. Elliot, Jr., M. D. 

Felix Mick, M. D. 

B. Z. Paulshock, M. D. 

H. W. Smith, M. D. 
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PANEL DISCUSSION -GROWING OLDER 


THE MEDICAL, MENTAL AND SOCIAL 


PROBLEMS OF THE AGED’ 


PRESIDENT SHANDS: We will start with 
our panel.. Dr. Bortz, past President of 
the American Medical Association and a 
member of the A.M.A. Committee on Aging 
will lead.. Dr. Bortz is well known in the 
United States for his interest, writings, 
teachings and lecturing on the subject of 
the aged.. Dr. Bortz. 


Dr. Epwarp L. Bortz: Thank you very 
much, Dr. Shands. 


Distinguished guests, ladies and gentle- 
men: 


The current year 1959 is a very appropri- 
ate time for consideration as to where we 
stand with man in his changing environ- 
ment and changing status as an individ- 
ual, and as a member of society. Because 
this is the centennial year for the publica- 
tion of Charles Darwin’s, “Origin of the 
Species,” a number of articles have appear- 
ed in scientific literature, and one book 
on the life of Darwin. 


We are living in a very turbulent era and 
there are great and significant alterations 
*Presented at the 170th Annual Meeting of the Medical Society 


of Delaware, October 15, 1959. 
** Moderator, President of Medical Society of Delaware, 1959. 
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taking place in man’s social environment. 
In the latter part of the last century, the 
industrial revolution culminated in this 
amazing present era (from the standpoint 
of material things) in which we are getting 
better things for better living through 
chemistry. There is going on a very deep 
and profound social revolution. The world 
is growing smaller. There is no doubt 
the new issues that society is facing today 
are very complex and the nations of the 
world are having a great deal of difficulty. 
There is a good bit of turmoil. 


With the amazing improvements in trans- 
portation and communications, we have 
communities existing only fifty miles apart 
which are two thousand years apart in 
civilization and culture. I refer to Africa. 
In the large centers of population such as 
Johannesburg, Capetown, Durbin, and 
Pretoria we find the most advanced culture 
while fifty miles away cultures and civiliza- 
tions exist exactly as they did in the time 
of Christ, two thousand years ago. What 
is happening as all of these different 
cultures and nations come together with 
the more favored nations and these people 
in the less favored nations see what is going 
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on? There is a tremendous turbulence exist- 
ing. 


I was interested a month or so ago to 
read in the Saturday Evening Post, a very 
appropriate comment by Christian Herter, 
our distinguished Secretary of State. He 
pointed out, “We are living in a time of 
revolutionary change, quite apart from 
Communism. In the next year five entirely 
new nations will come into existence. We 
cannot meet the challenge of Communism 
unless we are able to meet the challenge 
of change, and to do that we have to be 
willing and able to change ourselves.”’ 


I have taken for my few remarks this 
afternoon the title, ““The Changing Older 
Man.” Today, through the amazing ad- 
vances of scientific precision, techniques 
and instruments, a world has been brought 
into being that vou or I a couple of decades 
ago would not have thought possible. We 
are reaching for the moon and beyond the 
moon and we are searching the recesses of 
outer space. At the same time, the tech- 
niques and refinements that science is 
placing at the command of our expert in- 
vestigators for interpreting and studying 
the inner spaces of inner man, are of more 
significance. 


Dr. Prickett has pointed out that more 
people are living today than ever before, 
and this is a quantitative factor of human 
existence. We are living longer, and I 
think we could say that if we were to take 
advantage of the knowledge that we already 
have today, I am convinced that 50 per 
cent of the illness that is placing people 
in the hospital could be entirely eliminated. 
We are living as second class citizens in a 
world where the potentials for a much rich- 
er, keener, sharper enjoyable living are 
within our grasp if we want to take advan- 
tage of our present knowledge. 


That is not gainsaying that there is a 
tremendous lot of darkness around. But 
one after another, the diseases are being 
brought under control. And you know 
since the turn of the century, smallpox is 
gone, typhoid fever is a rarity, pneumonia 
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They tell me 
that tuberculosis is on the way out. | talked 
to a specialist in tuberculosis not so long 
ago and he said, “If we would take advan-- 
tage of the knowledge we have today we 


is becoming less frequent. 


I don’t like the term “geriatrics” and I 
am very allergic to the term “aged’’—this 
term that focuses on those at the pre-ceme- 
tery level. It seems to me there has been 
entirely to much talk and commiseration 
with these older individuals; there is only 
a very proportionately small number of 
these people. These who have possibly 
died ten years ago and will be buried may- 
be ten years hence. This is a problem. 


We should not let individuals with their 
problems — and you and I might be can- 
didates for this group a little bit later— 
color our broader evaluation of the exciting 
challenge before us. 


There are four major diseases and dis- 
orders of the older man and woman. 
These are: First, the diseases and deteriora- 
tions of the blood vessels. They killed 
over two million people last year. Second, 
cancer. This killed 267,000 or 268,000 last 
year. Third, arthritis and rehumatism 
which maimed some twelve and one-half 
million last year. And the fourth major 
curse today for the older individual is 
nervous and mental disorders. 


If I had time, I could examine with you 
the very exciting researches that are going 
on with the end in view of conquering these 
conditions. 


What is going to happen when you gain 
control of vascular deterioration; (we can 
already do this with animals) when you 
reach a much better control of cancer; 
when we hold down the ravages of arthritis 
and rheumatism and bring about a healthier 
status of the nervous system, the central 
nervous sytem? When we rid ourselves of 
other vascular deteriorations, rheumatoids 
and cancers that afflict the nervous system, 
what is going to happen? We are going 
to have a more vibrant, a more virile, a 
more healthy nervous system. In the last 
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Invited speakers for the Symposium on the Aging confer before panel discussion. Left 
to right: Dr. Louis M. Orr, President, American Medical Association; Dr. Edward lL. 
Bortz, Past President, American Medical Association; Dr. Theodore G. Klumpp, Presi- 
dent, Winthrop Laboratories; Member, AMA Committee on Aging; Dr. Ewald W. Busse, 
Professor of Psychiatry, Duke University; Dr. Dean W. Roberts, Executive Director, 


National Society for Crippled Children and Adults, Inc. 


analysis it does not matter how strong 
your blood vessels are or your heart, your 
kidneys, your muscles, your bones or your 
joints, because in the last analysis, the mind 
is the measure of the man. 


This is the reason it is so tremendously 
important to listen to the pioneers in the 
field of mental health and the psychological 
aberrations, such as our good friend Dr. 
Busse. He is concerned with the content 
of the mind of individuals as they grow 
older. 


Not only is there a linear content so far 
as the quantity of time, but people are 
going to stay young longer. I am convinced 
that within two or three decades we will 
have four or five times the number of cen- 
tenarians that we have today. There are 
some 20,000 centenarians in the United 
States. But this is going to increase, and 
more and more people are going to be living 


May, 1960 


into the seventies, eighties and nineties 
as these conditions are brought under 
control. We can now practically double 
the life span of experimental animals. We 
can breed healthier cattle, dogs and sheep. 
We can double the size of grapes, tomatoes 
and apples and similar things. Through 
science we have brought about an alteration. 
Man himself, too, is changing. The older 
man is changing, and all along the life span, 
individuals are changing. There is the 
promise of a healthier life. And if we have 
a healthier life; if men and women are going 
to be living into their prime, into the 
seventies, eighties and nineties — what 
sort of a society are you and I as doctors 
going to be building? After all, the biolo- 
gists, the philosophers, the family doctors 
(who are really basically the philosophers 
of family practice today) are the architects 
of tomorrow’s world. My point is this, 
that in going along, the content of medical 
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education and medical practice is changing, 
because today three out of four of the 
patients going to hospitals are older people. 


We have three groups of older people, 
the aged, the decrepit and the infirm — as 
I said— those at the pre-cemetery level. 
All these people need is institutional care— 
tender, loving care. And we should not 
build palaces for them and spend a tre- 
mendous lot of money for these people. 
What they want is just a kindly atmosphere, 
that is all. 


The second large group are those who 
need medical care. The major group of in- 
dividuals, of men and women — citizens 
reaching the sixties and seventies today — 
are men and women in sound health, not 
only in sound physical health, but capable 
of a greater performance today. ‘They are 
younger longer. If individuals are going 
to be younger longer, don’t you see the 
alteration that it is going to make — the im- 
pact on soceity in every community? 


In those areas where you take advantage 
of the majestic benefits from medical science 
through public health, sanitation, improved 
nutrition, a better and a keener apprecia- 
tion of exercise, and the necessity for keep- 
ing the waistline spare, (and it ought to be 
what it was at the age of 20 or 25) and 
keeping the nervous system resilient and 
the vascular system in good tone, there is 
the possibility of living a round century 
of happy, wholesome, buoyant, vibrant ex- 
istence. 


With automation coming on and _ less 
need for the labor-demanding work that 
our laboring men and women have had to 
carry on in the past half century, there is 
not the need for the heavy muscular 
work in the labor market today as 
previously. From a forty-hour week we 
are going to a thirty-six-hour week and a 
thirty-hour week and then possibly a 
twenty-four-hour week. Men and women 
will be working possibly two or three days 
a week. You will have the threat of leisure. 
Man is changing and the atmosphere and 
the environment are changing. Our external 
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environment is changing but of greater im- 
portance, the internal environment of 
modern man is changing, because we now 
have improved techniques — the radio-ac- 
tive tracers as research tools. We are able 
to trace the nutrients in the body, hor- 
mones, medicines and chemicals that we 
put in the body—with these little tracer 
elements, each of them acting like tiny 
x-ray machines. You can swallow a morsel 
of food and follow that right down to 
aceto-acetic acid in the Krebs cycle and 
beyond that into the synthesis of new 
products in the human body. This whole 
amazing new world, studying the inner 
spaces of inner man, is going to bring about 
a tremendous lot of valuable information 
that will be of great value by enriching 
the lives and the quality of existence. We 
are concerned with not how long you live 
but how richly you can live. 


The human body is a thing of beauty; 
I hold it in reverence and awe; but what 
we do to it living as second class citizens, 
overloading and with very little ex- 
ercise! We take tons of poisons to put 
us asleep when all we need is a good, healthy 
physcial work-out and eating less. So 
many of these simple things that the family 
doctors in the past knew, we have forgotten 
in the ultra-specialization in the chemistry 
of intermediary metabolism, the steroids, 
and so forth. A new day is coming in 
the practice of medicine, and to this the 
A.M.A. is sensitive. It has its Committee on 
Aging, not just duscussing the aged but 
more interested in “growing with the years.” 
I think this is the challenge of modern so- 
ciety today, to grow and take advantage of 
these added years that science is giving 
to us. I think we are living in a most ex- 
citing time — the most exciting time that 
man has ever known. 


It seems to me that as a member of a 
learned profession, the greatest of them all, 
we can serve our fellow man and translate 
our best abilities for service. What greater 
calling, what more wonderful calling, could 
we have. Yet we ourselves are changing, 
we are staying young longer, we can serve 
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our patients longer. We can serve as ex- 
amples in the ways that we would 
like to have our patients live with refer- 
ence to the control of body weight, the 
control of exhaustion, fatigue and more 
than ever to have a high and dedicated 
motivation. 


In the last analysis these are the basic 
needs of modern man as he comes into the 
most important period of his life, the mature 
years when he has had knowledge accruing, 
has been gaining more information, getting 
more experience, and let’s hope, please God, 
more wisdom. There should be a keener ap- 
preciation of those intangible values that 
give life meaning and signigcance; the longer 
you live if you strive for the higher ground. 


We cannot go along promoting a negative 
philosophy, that we want more doctors, 
more hospitals, more medical schools, more 
nurses, that we want more insurance for 
more sick people. Let’s become a health 
oriented nation instead of a sickness ori- 
ented nation. Let’s accentuate the positive. 


As we grow older, the two basic needs 
are, first to maintain a positive energy bal- 
ance. This is to take advantage of the in- 
formation we know about, diet and nutri- 
tion, control of body weight, the importance 
of good posture, the importance of adequate 
elimination, the importance of rest for this 
amazing body, this mechanism, this cathe- 
dral in which you and I live our entire life- 
time. Let us have a new respect for this and 
live on the positive side. 


If you have enough exercise, you keep 
your muscles in good shape and you keep 
your bones in good shape, you can delay 
the onset of osteoporasis; but when you 
retire out of life and you become inactive, 
life retires out of you. If you have a body 
you use it or you lose it. You have a mind, 
and you use it or you lose it. To live 
meaningfully, the higher the mountain the 
more glorious the view. My positive phi- 
losophy which I have learned from these 
leaders, Dr. Orr, Dr. Klumpp and Dr. 
Busse — is the philosophy of accentuating 
the positive and limiting the deterioration 
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so that as you live you will come to a higher 
and finer way of life. 


In order to do that, the second of the 
major needs of older people is a high and 
specific motivation. This unfolds in such 
a beautiful sequence, a beautiful rhythm 
—the longer you live you gain this 
knowledge. You say, “I’m getting a little 
forgetful. I can’t remember as I did when 
I was five or ten years of age.” But when 
you were five or ten, you had very little 
to remember. Keep that in mind. I have 
been interested in this because I forget a 
little bit, too, and I find out that if I hang 
on and try to remember things, they 
come to me. You know if you have a 
library and have only a dozen books in 
it, it is not difficult to find the one you want; 
but if you have a large library — that is the 
equivalent symbolically of a rich mind that 
has grown with the years— you might 
have a little trouble finding the fact. But 
don’t worry about it. 


It seems to me that we are living in 
a most wonderful era now, in these changing 
times, in the most glorious nation in the 
world, as members of this great and noble 
servicable profession whereby we may help 
our fellow man to higher ground. 


Grow old along with me, the best is 
yet to be, the last of life for which the first 
was planned. Our times are in His hands 
who sayeth, a whole I planned, youth knows 
but half. See all, trust God, nor be afraid. 


Thank you very much. 


PRESIDENT SHANDS: Our next speaker is 
one who is extremely well known in the 
mental field of the aging problem. He 
spoke on a panel at North Chapel Hill last 
spring. We have him here today, Dr. Busse, 
Chairman, Department of Psychiatry, of 
Duke University School of Medicine, and 
a member of the A.M.A. Committee on 
Aging who will now talk to us on “Common 
Emotional Problems of the Aged.” 


Dr. EwALp W. Busse: When we talk 
about these problems of aging and we 
realize how intense they are and we realize 
from Dr. Bortz’ presentation the magni- 
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tude and the effect upon our society, we 
certainly do expect a great deal from re- 
search and developments in the future. But 
sometimes I think we can be too high in 
our expectations, we can want too much. 


Sometimes I think the research that I 
am acquainted with is a little frightening 
when I look at some of the things we have 
been doing, some of the things we know 
nothing about. 


I want to make sure you understand, 
that as I talk today, I am not only drawing 
from my own research but I am talking 
about other research that my colleagues 
have been pursuing. I simply do not have 
the time or the skill or the energy to do 
all of these things that we do at Duke Uni- 
versity. Approximately 27 research pro- 
jects are going on regarding the process 
of aging, the changes with aging and the 
care of the aging. I do have an oppor- 
tunity to pick the brains of other inves- 
tigators. I will utilize in the remarks I 
make today, two projects that I have been 
associated with and one that belongs to 
this other group. 


I thought it would be wise for me to 
confine my little contribution to what I 
think are the two serious emotional changes 
we see in older people of the kind that come 
into your office and my office and into the 
clinics. 


What are these two problems? One, for 
lack of a better word, we call hypochon- 
driasis, the chronic complainer, the person 
who has excessive concern with his bodily 
function. 


The other one is depressive periods. I 
am not talking about the serious depressions 
that require hospitalization. I am talk- 
ing about the little mood swings, the down- 
ward drifts, the unhappiness periods which 
you see in many of your patients, and in 
particular in older patients. 


To give you an idea where I got some of 
these data—a number of years ago we 
set out to try to find an approach to hand- 
ling the chronic complainer in the medical 
and surgical clinics. We realized that there 
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was a large number of them and we dis- 
covered that they are consuming an amaz- 
ing amount of time. We devised a plan 
and started out after them. We asked 
everybody in the clinic if they had any 
chronic complainers. At that time they 
were being referred to as the “old crocks.” 
If they had any, and they wanted to send 
them to us, well, fine. You can imagine 
what happened. We quickly got half of 
the clinic. We called this “H” Clinic. 


We discovered at that point that we had 
an amazing number of elderly people who 
were considered hypochondrical. In those 
particular statistics we found that the 
women exceeded the men in the hypochon- 
drical group. They were a large segment 
of them, over the age of sixty. 


We are somewhat aware of the fact that 
aging has something to do with this. 


The other study that I am associated 
with is a longitudinal study of normal, well- 
adjusted elderly people who are functioning 
and living in the community. These people 
are free of any serious medical disease— 
in fact, they are amazingly healthy people. 
As we follow them longitudinally, it is ob- 
vious they are going to get sick as when 
we take them into the study they all must 
be over the age of sixty. We generally get 
them through the practitioners in the area 
who are aware of families in which there 
is a particularly well-functioning elderly 
person. Our average age in this particular 
research section runs between 72 and 74 
years of age. 


This is not, as some of you who may be 
sticky about research are aware, a represen- 
tative sample. It can’t be, because it is a 
highly select sample in that they are pretty 
healthy, well hung-together people. They 
are doing a good job, are happy getting 
along in the community. But of course 
this gives us a group to look at and compare 
with other people who may show up in the 
clinic, the hospital, and so forth. We have 
also the other extreme group. 


What have we found out about these two 
groups? Let’s first talk about hypochon- 
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driasis. I would assume that all of you 
have such patients around who come in and 
have all sorts of aches and complaints. They 
literally sound like an organ recital — 
they have so many things to tell you about. 
These people can be very time-consuming; 
they can be quite annoying to any phy- 
sician, and they can certainly be upsetting 
to the family. If we are going to understand 
these people, I think we will have to admit 
first that this is not a specific disease en- 
tity; it is a syndrome. It can show up in 
lots of things and it is not confined to one 
group at all. You also see it in younger 
people, middle-aged people, as well as in 
elderly people. Occasionally you see it in 
children. What causes it is certainly dif- 
ferent, but I am going to confine my re- 
marks to old people, or elderly people, we 
may say that they are up in the seventies, 
eighties, and so forth, in this particular 
age group. 


What starts this condition going? There 
are three processes which, generally speak- 
ing, underlie the development of an over- 
concern with the body, a development of 
symptoms for a lesion that is either non- 
existent or minimum —that is an exag- 
geration. What are these three patterns 
that develop? One, is a withdrawal of 
energy, psychic energy, from the customary 
things which the person vests with that 
energy and then turns back on himself. 
This may sound like psychiatric lingo. Let’s 
get down to a more explicit explanation. 
How many of you have patients, and I am 
sure you all have had, who have been hos- 
pitalized and for the first time as they are 
lying in bed with their arm underneath 
their ear, start listening to the pulsation 
and hear it throb, and then begin to won- 
der, “Oh, this is louder than it should be.” 
Or, if it is the first time they have ever 
noticed it, they think, “Maybe I have heart 
trouble.” The next time the intern or 
resident or you walk in they ask you about 
it. Or, what is even more interesting to 
me, when you go in, some patients who 
have been lying very quietly notice that 
when their heart beats the bed seems to 
shake a little bit. What they are really 
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doing is a ballistocardiogram on thmselves, 
so to speak. How upsetting this is for a 
few individuals when they become aware 
of this and what is happening. It is clear 
that what they have done is take the energy 
which they usually put into what is going 
on around them, into the daily activities 
involving their family, their church and 
their work — and they put it all on them- 
selves. When you get this imbalance of 
a distribution of psychic energy, it is clear 
that these patients are going to see things 
within their own body and their own be- 
havior or their own functioning that they 
have not noticed before. They watch their 
bowel movements. They start watching 
their nutritional patterns. They do all 
sorts of things that they did not do before. 


This is one thing that, as we hopefully 
get into some aspects of treatment, you 
have to keep in mind — that elderly people, 
those who are retired and particularly those 
who have not planned to fill their time 
adequately, as Dr. Bortz repeatedly has 
stressed, need to maintain activity, physical, 
mental and so forth. Those individuals 
who have not planned adequately to do 
this start turning their energy inward and 
get these peculiar patterns or symptoms. 


There are two other devices which are 
not quite as common in elderly people. 
The first one is really a way of reducing 
guilt. How can I say this? I can try any- 
way. There are some people (you see this 
more in younger people) who feel that they 
have done something wrong, and, as you 
know in our society when you do something 
wrong you usually expect to get punished 
eventually. There are some hypochon- 
drical people, not very frequently seen in 
older people, who do this. They feel guilt- 
ridden and they punish themselves by say- 
ing, “I am sick, I have a pain, I have been 
injured in some way,” to reduce this par- 
ticular problem. I don’t think you have 
to worry too much about this, but I have 
to point out to you that it is there, in 
case any of you read the literature. It 
certainly does occur. 
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There is another one which we do see 
in older people. This is a way they have 
of making themselves concerned with 
something which is really of less import 
to them than what they are really worried 
about. Here is a man who has been on 
the church board for a number of years — 
let’s say he has served for twenty-five years, 
and finally the church board comes to him 
and says, “Mr. Jones, you have served us 
beautifully. We are going to have a dinner 
for you. We want to honor you and we 
want your wife to come.” ‘Then they sort 
of hint to him that maybe it is time for 
him to retire. They give him the honor, 
whatever it might be, or a watch. Then 
he starts worrying, “How much have I 
slipped? How come they don’t like me or 
they don’t want me around any more?” 
This was really a cover. What he does is 
worry about this a little while and then he 
says, “I can’t afford to worry about this. 
There must be something else really that 
I had better worry about.” He starts 
worrying about his heart. What he does 
then is shift from one area of worry to 
another. 


These things get very tricky because it 
can so easily turn to a secondary pattern. 
It becomes an excuse worded, ‘“‘No wonder 
I couldn’t manage that job on the church 
board any longer. I am really sick. I 
have heart trouble, and if that doctor 
would take good care of me and make sure 
that I get well again, I could get my job 
back again.” They manage to get sick in 
order to have an excuse, and they also 
start thinking, “The doctor is the person 
who is going to have to get me out of this,” 
not thinking that there is some other way 
to get out of it. They see it then as a 
health problem of “how to get out of it.” 


How about the doctors themselves? Why 
don’t doctors get along as well as they 
should with the hypochondriacal or elderly 
patient? In order to achieve a better under- 
standing of the types and origins of these 
particular difficulties, my colleagues and I 
have observed medical students and house 
staff in their work with such patients. It 


has become evident that the student or 
physician is uncomfortable and frequently 
fails to give complete instructions to the 
patients regarding the treatment regime 
they are expected to follow. 


It is quite evident that many doc- 
tors carry with them the cultural feel- 
ing that if a person uses illness as an excuse 
for work, this is not fair this is not right. 
Nearly every normal individual as a little 
child goes through the time when he doesn’t 
want to go to school and he uses a belly- 
ache or some other complaint as a way to 
stay out of school. It is pretty consciously 
done in most instances. It is only when 
your conscience gets a little bigger that you 
decide, ‘Well, you can’t avoid it this way, 
you cannot use illnesses.” And many 
adults do. They don’t want to go — their 
wives wants to drag them to a tea — and 
the man will say he has a headache or he 
wants to go to bed early or has had a 
hard day at the office. He knows very 
well this is not quite true and he is a little 
disgusted with himself for it. Our society 
says you don’t use such kind of excuses — 
you are supposed to be strong enough, good 
enough, and so forth, to go through with 
it. Doctors have this built-in resentment 
as all people do, by the way, and I am just 
trying to remind you that we are not a lot 
different in some respects from other people. 


There is also another problem which I 
think we are changing to a degree. It is 
certainly in my medical training (and in 
most people it was very apparent) that we 
approach diagnostic problems as a test of 
our medical skill. When I was a sophomore 
in medical school, late in the sophomore 
year was really the first contact I had 
with a patient. It is earlier in the cur- 
riculum now, and some of you may have 
had a different experience. As students 
we would go up, be assigned a patient, have 
to take the medical history, have to do the 
physical, have to make our run through 
what we would recommend for further diag- 
nostic procedures, then the supervisor, the 
instructor would come around and say, 
“What did you find out?” ‘You would re- 
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cite your medical history, give your physical 
findings and give a diagnosis. That really 
is a game, trying to see how good you are. 


If you have had the opportunity, per- 
sonally or as an instructor, to see what 
happens if you slip a cardiac neurosis into 
a medical school class you will find that 
most medical students are unprepared, do 
not expect a cardiac neurosis; they expect 
someone with real heart disease. ‘These 
patients give a very nice history sounding 
like precordial pain, and the medical stu- 
dent swallows it hook, line and sinker. Then 
he listens to the chest and he decides, “‘Well, 
by gosh, he must hear something, the 
rhythm must be peculiar,” and he comes 
around and has made a little notation about 
this. Then when I or some other psychia- 
trist examines the patient and say, “Doc- 
tor, there is no murmur there — there is 
nothing wrong with this man’s cardiac 
rhythm,” he gets very upset. Then we go 
ahead and say, “In addition to this, it is all 
a neurosis. There is nothing physical at 
all.” 


The medical student cannot get angry 
with himself. What he does is get angry 
at the patient who led him down the wrong 
path, “This so-and-so took me down the 
wrong path and ruined my opportunity to 
impress the instructor.” It is no wonder 
that we start getting these feelings about 
treating these patients. 


What else can go wrong? We can talk 
about older people. We have watched — 
we have a team going on called our health 
maintenance team. The health maintenance 
team is really doing nothing else but trying 
to find ways of teaching our house staff, 
the residents on medicines, surgery, and 
psychiatry, particularly, how to handle old 
people and what their problems are. We 
work predominantly in the medical clinic, 
that is true. We have some junior students 
and senior students assigned, (predomin- 
antly senior students), who rotate through 
this clinic. And by watching them, we 
discover there are some medical people who 
have a very difficult time talking with older 
people. Then we have to find out why. 
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Why do some medical students get along 
well with old people? Why do others fail? 


A very common problem stems from those 
who have had peculiar relationships with 
their parents. The medical student who 
does not feel that he can talk adequately 
with his parents transfers this feeling to 
other old people and has trouble talking 
with them, particularly if it has to do with 
telling them how to behave and how they 
should live and so forth. I know Ed Bortz 
has heard this example because he knows 
quite a bit about our team. A few months 
ago there was one very impressive example 
of this. The student was the son of a very 
prominent physician and the boy was a 
very smart boy. I thought he should have 
lots of potential, but he did a poor job 
handling this elderly person. 


Afterwards I started talking with him. 
I said, ‘‘How come? You know a lot about 
medicine and handling patients.” 


He said, ““You know what went wrong? 
As I was sitting there I started feeling, 
‘Boy, this is just like talking with my Dad. 
Whenever I go home at vacation time and 
start telling him about the new things I 
have learned, he gets very upset with me 
and says, ‘Just wait until you get out into 
practice, you won’t believe all this new 
stuff.” And he added “I felt exactly 
that way because I was telling this patient 
about these new things and I just suddenly 
couldn’t do it.” 


Here is a clear example then, of how you 
can sometimes really get previous experi- 
ences mixed up with present ones. 


We have also found these other factors: 
Many young men and women do not like 
the dependency relationship they receive 
from older people. They don’t like the 
older person who treats them is if they 
were a parent. The younger nurses, par- 
ticularly, get upset. They say, “I don’t 
like Mrs. so and so treating me as if I 
were her mother. After all, I am 20 and 
she is 72. I would like to be her mother 
but I am not going to be the mother of a 
72-year-old-woman.” This is the sort of 
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thing you find among the nurses and medi- 
cal students. 


They also see the deterioration or decline 
and they are averse to thinking, “This could 
happen to me.” Even worse is looking at 
the patient and realizing that there isn’t 
much they can do. This lowers their self- 
esteem, like saying, ““As a doctor I ought 
to be able to do more.” 


Thirdly, we all know that these patients 
are more time-consuming. We did not do 
this in all of the clinics, only in the derma- 
tology clinic, where a time clock was held on 
a large number of patients to see how much 
time they took to get through the ordinary 
evaluation, history and physical. We found 
that as you go up the scale, more time is 
required of the doctor to do it. When you 
get up in the seventy-year groups, it takes 
about three times as long to do the derma- 
tological survey and evaluations as it does 
in a young adult. It is quite clear then 
that the physician who is scheduling his 
appointments gets very concerned when 
he realizes that this procedure is going to 
interfere with his scheduling. 


As far as I am concerned, these are realis- 
tic things and as doctors we have to look 
at them. 


Let’s talk a little bit about how you 
handle these old people or anybody who 
is a hypochondrical person. 


First of all, we have discovered the hard 
way that there are some things—and this 
is written in some of the supposedly good 
psychiatric textbooks — you never tell a 
person of this kind. You avoid pointing out 
that it is their imagination, or that it is all 
in their heads, or that they are a little off 
their rocker and that really all they have 
to do is go back to work. This, in our ex- 
perience, is a very dangerous thing. When 
we first started out, we went into this be- 
cause one very prominent person in psy- 
chosomatic medicine said that you should 
explain to such a person how the central 
nervous system works and how such symp- 
toms can appear without real underlying 
organic pathology. If any of you have 
ever tried to do this, you have found this 
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to be quite an undertaking. To do this 
skillfully is very difficult —at least it is 
for me — and in addition to that, we dis- 
covered that patients resented it. They 
resented very much feeling that they had 
an organic disease and then having the 
doctor after he has completed a thorough 
examination, sit down and say, “Mr. Jones, 
I have examined you very carefully, I can- 
not find a thing wrong with your body. 
It is quite evident that you are very nervous 
or that you are anxious about something. 
It is your imagination.” This suddenly 
strips them of a defense, and they feel they 
are inadequate. They translate it, “You 
have a symptom which shows that your 
mind is not functioning right. You are an 
inadequate person.” They develop the 
symptom to begin with, because they were 
inadequate. You make them more inade- 
quate by telling them or confronting them 
with the fact that this is really imagination 
and not a real symptom. 


We drop this in a hurry. What do you 
do if you are now convinced there is really 
no solid explanation for this? We have dis- 
covered that we can say this to them: “We 
cannot find a reasonable explanation for 
your symptoms at this time. However, we 
are very interested in this and we are very 
willing to try to help you.”” What we really 
do, therefore, is tell a little bit of a white 
lie. We simply say we are not sure of the 
explanation — that we want to see them 
again. We really set up a way of follow- 
ing the case. We are setting up a deliber- 
ate dependency — relation to us. We 
really say, “We will take care of you.” 


One thing we found in a university clinic 
is that many of the patients that come to 
us have been “shoppers.”” They have been 
to see all kinds of doctors before and usually 
some doctor along the line has told them 
that this is their imagination. They are 
just sitting there waiting for us to repeat it. 
When we say, “We don’t know the explana- 
tion, we want to try to take care of you,” 
vou can just sort of see them heave a sigh 
of relief, “This time somebody is going to 
look at me for a change.” 
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We do our best to use medication. We 
use placebos — you can fight with me about 
this — I am very willing to use them. We 
use them simply because we again say we 
are willing to accept dependency. We have 
found through our social workers that these 
people utilize these things to take home and 
demonstrate to the doubters at home. At 
home it is usually the daughter-in-law or 
some person who knows that the father-in- 
law’s symptoms are not organic; that they 
are neurotic in origin. They will tell them, 
“Grandpa, quit worrying, get out and do 
something. Quit worrying about your body. 
Dr. so and so told you there was nothing 
wrong. Why do you keep complaining 
about your pain?” But when we send them 
home with medication — with a nice bottle 
in their hands, or whatever it might be — 
then they say to their daughters-in-law 
“See, I am sick or the doctor would not 
have given me this.” 


Of course, we try to find some nice pretty 
labels. We do our best to try to use some 
sort of placebo that has to be specially 
made up, which looks good. I am against 
using drugs having a pharmacological ac- 
tion as an agent, because this produces com- 
plications. I would rather avoid it. We 
don’t use Milltown or Equanil unless it 
is very plain that the patient is tremen- 
dously anxious and needs support in this 
area. 

We are very careful never to tell a rela- 
tive of the parent or the child of these 
parents, or any relative, that we think he is 
neurotic. They call us up. They want to 
see us. They call us up the next day and 
say, “Dr. Busse, I understand you saw 
my father-in-law yesterday. Could you 
tell me what you think about him?” This 
is always a trap. I say, “Well, yes, I really 
think this is not physical in the usual 
sense. He has an emotional problem.” It 
is never kept a secret. Even though we 
warn them, “Now please don’t tell him, 
we want to handle this in our way, you 
keep your nose out of this,’”— it doesn’t 
work because they wait until they get mad 
at the father-in-law and then tell him, “Oh 
Dr. Busse told me three weeks ago, this 
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was all your imagination.” Then the pa- 
tient comes in, or never comes back again 
because he is so mad at me that I betrayed 
him. 

We tell the relatives what we tell the 
patient. That we don’t know the explana- 
tions, we know that he is certainly terribly 
uncomfortable. We do want to help. And 
we usually stick this in, that it is possible 
we want you to help us at some later time, 
and we may call you. This makes them 
feel cooperative; that we may need their 
help. It switches them from one who is 
critical of the person’s illness to one who 
is working with the doctor. We start de- 
vising a whole plan. 


I realize I have run out of my time, but 
this is really what we do fundamentally. 
We bring them back repeatedly, we insist 
upon tight time-schedules. We make sure 
they understand how long they have to 
see us. We do go over their physicals re- 
peatedly, never allowing them to dictate 
to us what medical procedure to do. This 
can be a real error. We never do a gastro- 
intestinal examination because the patient 
wants it. We never let them become the 
doctor. We make the decision. If it is 
my decision that I ought to get gastro-in- 
testinal series, that is something else, but it 
is certainly not the patient’s decision. 


Some patients will say, “Don’t you think 
I ought to have another GI series?” We 
just avoid this sort of thing and say, ”’No, 
this is not what we feel is necessary. We 
are doing our best to understand this. You 
follow our way and we will try to take care 
of you.” We discover then, that within 
somewhere around ten or twelve interviews, 
which usually run about twenty minutes, 
we can do quite an important job of switch- 
ing these people. We usually discover after 
about six to eight interviews that they start 
talking about their personal concerns, about 
their family, about society. Then we 
start urging them to get into some activity 
—to get some outside interests, and we sup- 
port them by saying, “We know you have 
not been feeling too well, but go ahead and 
try. After all, if it doesn’t work, you just 
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come back here and we will try again. We 
will make sure we are going to take good 
care of you.” 


We give them a lot of support and grad- 
ually move them out. I really think that 
some of these things are controversial. I 
think many of you may have developed 
your own schemes, but in our hands we 
found this has been a very practical ap- 
proach. It is teachable to residents and 
medical students, and it has reduced the 
cost of the chronic complainers in the 
clinic enormously. This is a very clear 
and economic approach. 


Thank you very much. 


PRESIDENT SHANDS: We now have the 
last speaker, Dr. Roberts, who is Executive 
Director of the National Society for 
Crippled Children and Adults. Before he 
took this position he was Executive Direc- 
tor of the National Commission on Chronic 
Illness. Dr. Roberts’ field is now dealing with 
the aging as well as children. Although this 
Society was organized for children, it ex- 
tended its activities at the end of the war 
to the adult. Dr. Roberts. 


DEAN W. Roserts: Dr. Shands, gentle- 
men: 


In the presentations of the discussants 
there have been a number of references 
to death. It reminded me of a comment 
I saw a few days ago, that while it is true 
that death and taxes are always with us, 
at least death doesn’t get any worse as 
time goes on. 


There have been comments made on the 
point of how long people live now and how 
long they may live in the future. But I have 
heard that the most reliable statistic of all 
is the fact that one out of one dies, and 
even though we may succeed in prolonging 
life and in prolonging good health, the fact 
remains that one out of one dies. 


I think we can also be reasonably sure 
that the story of the deacon’s. one- 
horse shay is not going to apply to the 
manner of the man’s death. You recall 
the shay was perfectly made and it ran well 
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for a hundred years and a day and then 
all of a sudden wore out all at once and fell 
in a pile of dust. Well, nice as that might 
be in the field of human life and death, it 
doesn’t work that way. Even though we 
may live to be a hundred, I| think it is 
reasonable to assume that we can anticipate 
that the body will continue as it now does 
to break down unevenly and that there will 
be on the average a fairly substantial period 
of varying degrees of disability which pre- 
cede death. 


This means that we have now, and will 
probably continue to have for the foresee- 
able future, a very large group—and poss- 
ibly an enlarging group—of substantially 
disabled oldsters. 


You are familiar with the statistics docu- 
menting the aging of the population. Within 
the period of life for most of us in this audi- 
torium the number of persons over age 65, 
has been multiplied four times. The prospect 
is, that this process of aging has by no 
means run its full course, and we can an- 
ticipate increasing numbers of aged persons 
and increasing numbers of partially dis- 
abled aging persons. 


This public concern about the health 
problems of the aged, of which Dr. Orr 
spoke, stems primarily from two facts. One 
is the substantially higher prevalence of 
illness and disability among the aged than 


in the general population. This fact was 
documented by studies of the Commission 
on Chronic Illness which found that the 
prevalence of disabling illness in those over 
65 is around seventeen per thousand—those 
are persons who have been disabled at least 
three months—whereas in the population 
group between 45 and 65 it is only five per 
thousand—a difference of between five 
and seventeen. 


In terms of hospital utilization, persons 
over 65 use four times as many general hos- 
pital days as do the general population. This 
is costly. 


Coupled with this higher prevalence of 
disabling illness goes a larger volume of 
hospital and medical care and the costs 
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that are associated with that. The other 
side of the coin is the well-documented 
fact that the aged on an average have low 
incomes. This produces a pinch that is 
giving rise in Congressional circles to legis- 
lation to meet this problem. 


Fifteen years ago, plus or minus, the 
medical profession with other groups, was 
successful in overcoming the immediate 
threat of the Murray-Wager-Dingel type of 
socialized medicine, and in the subsequent 
period, voluntary health insurance has 
grown to the point where for most of the 
population, it meets the bulk of the need. 


We are now facing this demand for some- 
thing to meet the health needs of the aged 
person. These pressures for legislative 
approaches are very great, and there is real 
danger that something undesirable will pass 
through the Congress. We need a breathing 
period of five to ten years to continue to 
increase the voluntary health insurance 
coverage of the aged population along the 
lines that Dr. Orr outlined—to the point 
where it is really meeting the need. But 
we do need this period of time. 

I know of one or two other things that 
the A.M.A. has been doing in an effort to 
meet the needs of the aged. A very large 
body of the disabled aged are cared for in 
nursing homes. It is not fully realized what 
a large and important group of sick people 
this represents. There are approximately 
half a million people in nursing homes. 
They represent a very substantially dis- 
abled group. About a third of them are 
incontinent, and 40 per cent are unable to 
walk for one reason or another. This is a 
distinctly aged group. The average age of 
of the person in the nursing home is 80. 
This is a group which habitually in this 
country, has frequently received inade- 
quate professional service. 


A few years ago, some of the far-sighted 
persons in the nursing home field came to 
the American Medical Association seeking 
the assistance of the medical profession to 
upgrade the standards of care in nursing 
homes. As a result of these discusions a liai 
son committee was named by the A.M.A. 
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on which I have served, which met with 
a corresponding group from the nursing 
home operating group. This group is de- 
pending upon the A.M.A. to assist them in 
developing standards that will improve the 
quality of services to this aged group, and 
they will be depending upon state and local 
medical societies to join locally in develop- 
ing practices which will result in a higher 
level of care for the severely ill in nursing 
homes. 


One of the studies that the Commission 
on Chronic Illness conducted, was in Bal- 
timore. It brought out some points which 
I believe would be of interest to you. We 
took a random sample of the population in 
Baltimore; we studied the occupants in 
every eightieth household in the city. We 
gathered certain data from them through 
household interviews and then drew a repre- 
sentative sub-sample and arranged for a 
comprehensive medical evaluation in the 
out-patient department of Johns Hopkins 
Hospital. This comprised a_ group of 
patients slightly different from those that 
you see every day in your office. This was 
a true representative sample of the popula- 
tion. It included all kinds of people. The 
purpose of this study was to determine the 
prevalence of particular types of chronic 
illness. In the course of determining that 
prevalence we encountered some disquieting 
findings in regard to the attitudes that 
patients had toward medical care, toward 
physicians and towards hospitals. We found 
that although there were large numbers in 
the group studied who had fine, positive, 
constructive relationships with their source 
of medical care — their physician — there 
was also a substantial number who either 
had never had that confidence or had lost 
it by reason of experience which they re- 
garded as unsatisfactory. This was truer 
of the aged group than it was of the younger 
ones, and I think it relates to the comments 
that Dr. Busse made in regard to the de- 
pressed patients — the hypochondriac pa- 
tient — and the difficulty which physicians 
have in satisfying the needs of those pa- 
tients. 
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Panel Discussion group — ‘'Growing Older” 


of Medicine, October, 1959. 


We found many patients who took this 
position in the older group: “If there is 
something wrong with me, I don’t want to 
find out about it.” They had fears. They 
were unwilling to face reality in terms of 
what their health condition might be. We 
found substantial numbers who had had 
experiences with hospital out-patient de- 
partments or with private physicians which 
to them was so unsatisfactory that they 
declared that they would never see a phy- 
sician again. Of course they probably would 
if they were in an emergency situation. But 
on the basis of these observations we con- 
cluded that in the city of Baltimore five 
years ago, the physicians and the hospitals 
were not generally succeeding too well in 
satisfying the emotional needs of the older 
person. 


A similar study was conducted in a rural 
area in New Jersey, and corresponding 
findings were developed there. I am not 
in a position to explain why this should be, 
but I suspect that one of the issues involved 
is that the older person with these problems 


held in the auditorium of the Delaware Academy 
Dr. Alfred R. Shands, Jr., presiding as moderator. 


cannot be satisfactorily dealt with medical- 
ly, very rapidly. It takes time. They re- 
quire a physician who will hear them out. 
They need to be listened to as well as talked - 
to. And there is a real question of whether 
or not such care can be financed by these 
patients because if a doctor is going to allow 
a half hour or more to a visit by one of 
these patients, can he in fact charge these 
patients a fee which will enable him to 
render this type of care on a large volume? 


Nevertheless, here is an issue: The needs, 
the type of care which many of these older 
people need requires an attitude on the 
part of the physician that invokes a will- 
ingness to hear them out, to listen to their 
problems, to counsel with them in repeated 
visits over a long period of time. There are 
not many practitioners who feel that they 
can devote this kind of time to the older 
patient, but somehow or other I believe 
we must find a way to satisfy these emo- 
tional needs. 


Thank you. 


Rehoboth, Delaware 
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A.M.A. IN ACTION ON AGING’ 


As president of the American Medical 
Association, I have been asked one ques- 
tion over and over again, by both doctors 
and laymen: What is the American Medical 
Association doing about the needs of the 
aged? 


Although some might regard this repeti- 
tion as a nuisance, to me it has been an 
indication of the strong interest throughout 
our nation in an important question. 


Therefore, as my contribution to this 
seminar, I would like to run down a list of 
just what the American Medical Associa- 
tion has done, is doing and plans to do. 
Perhaps this might be of help to anyone 
here who might be snagged by the question. 


1. First of all, our concern for the health 
care of the aged extends back several years, 
to the forming of the A.M.A. Committee on 
Aging. Although formed originally as the 
Committee on Geriatrics to study health 
and medical problems of the senior citizens, 
this committee soon discovered it could not 
limit its scope to one set of needs, but 
rather had to consider the many needs of 
the aged, such as psychological, emotional, 
occupational, financial and social. 


2. Last December, the A.M.A. House of 
Delegates took a major step by calling on 
physicians to reduce their fees when treat- 
ing those elderly patients with modest re- 
sources or low family income. This move 
was designed to stimulate the development 
of low-cost health insurance for the aged. 


*Delivered before ‘‘Seminar on the Aged’’ Medical Society of 
Delaware Wilmington, Delaware, Thursday, afternoon October 
15, 1959. 


**President, American Medical Association. 
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3. In the last 10 months state and local 
medical societies have worked vigorously to 
implement this program. Many states, in- 
cluding Delaware, have worked through 
their Blue Shield plans to help provide in- 
surance tailored to the needs of the aged. 
There are now 25 plans in 23 states in which 
Blue Shield plans enroll those over 65. And 
commercial insurance firms have cooper- 
ated in offering guaranteed renewable con- 
tracts, ‘“paid-up-at-65” and “65-plus” 
policies. 


4. A series of A.M.A.-sponsored confer- 
ences on the needs of the aged already have 
started, and will continue on through 
Spring. The first of these took place at 
Boston during September, and the second 
is going on right now in Minneapolis. The 
conference for this region is tentatively 
scheduled for March 30 and 31 in Balti- 
more. 


5. Important testimony has been pre- 
sented by A.M.A. officials before two Con- 
gressional groups during the last few 
months. The House Ways and Means com- 
mittee, holding hearings on the Forand bill, 
heard from Doctors Leonard Larson, Frank 
Krusen and Frederick Swartz, all of whom 
presented the medical profession’s opposi- 
tion to Forand-type legislation. During 
August, Dr. Swartz again travelled to 
Washington, this time to testify before the 
Senate Subcommittee on Aging. 


In all the testimony offered, these doctors 
not only gave their reasons for opposing 
government medicine, but carefully traced 
what the American Medical Association is 
doing to help the aged, and what remains to 
be done. | 
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6. To assist the state and county medical 
societies in our fight against unsound legis- 
lation, we have prepared a special kit, called 
“Aging — A Community Responsibility,” 
which you should be receiving shortly. This 
kit should be of great help in getting Ameri- 
can medicine’s message to the people. 


7. We are working to reduce the cost of 
services, which calls for new and improved 
facilities specially tailored to the particular 
requirements of the older citizens. 


The A. M. A. has supported a govern- 
ment-insured loan program of the F. H. A. 
type for non-governmental hospitals and 
nursing homes, whether of a non-profit or 
proprietary nature. It has recommended 
changes in the Hill-Burton act to help the 
individual states earmark more money for 
non-profit nursing homes. 


8. The A. M. A. continues to back further 
experiments with progressive hospital care; 
home care programs, and homemaker ser- 
vices, all of which have the common purpose 
of reducing the length of hospital and nurs- 
ing home confinement by allowing the earl- 
ier discharge of patients. 


9. At the Boston Conference on Aging, 
Dr. Allman, past president of the A. M. A. 
and member of the Committee on Aging, 
appealed for a jobs-for-the-aged campaign. 


This is part of the broad positive A. M. A. 
program of helping the aged help them- 
selves. 


10. Our stand on compulsory retirement 
has become widely known, particularly 
through the testimony before the congres- 
sional committees. We cannot hope to 
begin to meet the needs of the elderly until 
we can encourage employers to retire elderly 
workers solely on the basis of ability and 
worth, rather than an arbitrary age. Once 
we accomplish this, I personally believe a 
large percentage of problems associated with 
old age will solve themselves. If people 
have an income, something to do, a pleasant 
place to live, good community standing and 
self-esteem, they cannot help but live plea- 
sant, rewarding lives. 


In all these steps, we have tried to drive 
home the realization that aging is not some- 
thing that we can talk about in general 
terms. It differs from individual to individ- 
ual, and the needs of the aged must be 
approached on an individual, voluntary 
basis. 


The only way America’s 16 million senior 
citizens can be helped adequately is in the 
family and in the community. But the 
best assistance we can give is to help the 
aged help themselves. 


EASTER SEALS HELP CRIPPLED CHILDREN 


The Delaware Society for Crippled Children and Adults is 
now receiving referrals to Fairlee Manor Camp for crippled child- 
ren, located near Chesapeake Bay about 7 miles from Chestertown, 


Maryland. 


Any child physically impaired because of illness, birth defects, 
or accidents, between the ages of 7-16, will be considered if there 
is no apparent mental retardation. The fee is $40 for a two week 
session, starting the 19th of June and extending through the 12th 
of August. Referrals will be accepted until the 1st of June. 
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MUST TIME TAKE ITS TOLL? 


A century and a half ago, the English 
writer Horace Walpole wrote these lines: 
“About the time I die, or a little later, the 
secret will be found of how to live forever.” 
Feeling that enough time had passed to 
answer Horace Walpole, Helen Bevington 
whose husband is a professor at Duke Uni- 
versity, wrote: 


“Horace, be comforted to die. 

One century has meandered by 
And half the next since, it was true, 
The temporal state eluded you. 
Now as I read your pensive letter, 
I wish myself that times were better 
And I might boast how men contrive, 
As you foretold, to stay alive. 

By now we should possess the key 
To fleshly immortality 

And, if we wanted to, endeavor 

To live forever and forever. 

This, to my infinite regret, 

Is not a custom with us yet. 

I write you Horace for good cheer 
Life is about as usual here.” 


Certainly a man as learned as Horace 
Walpole was not entirely serious when he 
forecast that someday the secret of how 
to live forever would be found. This no 
doubt is asking too much, and something 
that does not appear to fit into the bio- 
logical scheme of things. Only the simplest 


*President, Winthrop Laboratories. 
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unit of life, the cell, goes on sometimes 
indefinitely by division or budding. With 
this possible exception all living things from 
century plants to elephants go through a 
cycle of growth, senescence and death. 

At the same time the biblical three score 
and ten was written a long time ago, some 
3,000 years before the dawn of man’s scien- 
tific awakening. In this, what seems to 
me the greatest century of all time, we 
have suddenly burst the bonds of darkness 
and ignorance that have tied men down, as 
crawling creatures on the surface of the 
earth, and led them to early graves. We 
have learned to split the atom, regarded 
for more than 2,000 years as indivisible — 
the smallest unit of matter. We were once 
earthbound and now even the earth and 
gravity are powerless to contain man’s in- 
genuity and imagination. For all the gains 
that have been made, do you suppose the 
last word has been said, and the last gain 
realized in man’s fight against disease, dis- 
ability and death? 


The Life Span 


Right now in Air Force Space Medicine 
Laboratories throughout the country, man’s 
endurance and ability to stand adverse 
conditions is being tested. He is being 
subjected to oxygen deprivation, low at- 
mospheric pressures, excessive acceleration 
and deceleration, wind blasts, prolonged 
confinement and darkness, and a host of 
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other labors of Hercules. The previous 
measure of man’s ability to endure ad- 
versity has been found to be false. In a 
similar way, what yardstick do we have 
to measure man’s ultimately attainable life 
span? If man can’t live forever, to what 
limit is it reasonable to expect that he 
might be able to survive? If anyone at- 
tempts to give a firm answer to these 
questions he might find himself in the posi- 
tion of the Commissioner of Patents who 
stated in 1844, “We see the arrival at that 
period where human improvement is at an 
end.”’ 


The Biological Capacity Of Man 

However, we can at least approach it in 
another way. Let us take the age of the 
person known with assurance to have lived 
the longest. This may be 117, or 146 for 
the Dane, Christen Jacobson Dragenberg, 
or something even beyond that, as claimed 
by the Russians. From such an example 
we can draw the conclusion that man has 
the biological capacity of living at least 
that long. If one man can endure for 146 
years, or whatever the oldest attainable 
age, our scientists and physicians should 
and will eventually make it possible for 
many more to live to such a ripe old age. 
It is even conceivable and at least possible 
that one day this will come to be our life 
expectancy. 


But it does not at all represent man’s 
ultimately attainable life span. The cells 
of the body, with the possible exception of 
nerve cells, are being constantly replaced 
by new cells. If a way can be found of 
continuing this replacement for a more 
prolonged period at the rate it occurs in 
youth, and in some way holding the cells 
of the Central Nervous System alive and 
active for a longer span, there is no knowing 
to what ages man may be encouraged to 
live. George Bernard Shaw may have been 
thinking of something like this when he 
said that modern man is not God’s last 
creation. But this is a large order, per- 
haps an even impossible one. At any rate 
it is something you and I should not ex- 
pect to come to pass in our lifetime. 
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While waiting for the arrival of that 
millenium shall we sit by and do nothing 
or shall we utilize and apply what we think 
we now know concerning the aging process. 
This is not so simple as it may seem, be- 
cause in the present state of our knowledge 
there are very few facts and observations 
that are beyond dispute and differences of 
opinion even among the experts. In the 
study of problems in this field we are badly 
handicapped by the fact that the investiga- 
tor doesn’t live any longer than his sub- 
jects and he doesn’t have the advantage 
of observing even a single generation from 
beginning to end. Because of this the 
achievement of absolute and unquestioned 
scientific proof of the many basic facts 
concerning the aging process takes years 
and even generations in the life of man. 
In this respect solid progress in this area 
is particularly difficult to achieve and the 
science of aging is at a particular disadvan- 
tage in comparison with other fields of 
medical endeavor. 


In the utilization of knowledge, particu- 
larly in the field of human welfare, we 
cannot always wait for complete scientific 
agreement, for absolute certainty, before 
employing to the benefit of mankind such 
knowledge, imperfect and incomplete as it 
may be. After all, we do pretty well treat- 
ing many conditions such as diabetes, arth- 
ritis and cancer without knowing even their 
basic causes. In order to save years and 
even generations of time, we are justified 
in applying working hypotheses based on 
a reasonably high order of probability. In 
doing this, we can often turn to basic bio- 
logic and physiologic principles for guid- 
ance. With all the conflicts of opinions 
and impressions, the history of medical 
science has demonstrated over and over 
again that those views in accord with such 
basic principles will eventually turn out to 
have been correct. 


Principles To Bear In Mind 


With these considerations in mind, I 
would like to discuss certain principles that 
appear to have a bearing on the aging pro- 


cess. 
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Arteriosclerosis, or atherosclerosis, if you 
will, appears to be the most important 
present limiting factor in our life span. 
It appears to be the basic pathological 
process responsible for the proponderance 
of deaths due to coronary and cerebral 
thrombosis, cerebral hemmorrhage, and 
nephrosclerosis. It causes over a million 
deaths annually, and the evidence indicates 
that the toll is rising. While atherosclerosis 
appears and develops as man ages, there are 
good reasons for believing that it is not in 
itself the basic aging process. It does not 
occur at all in certain animals as they age. 
It appears not infrequently in children, 
particularly diabetics, and at times, there 
is remarkably little evidence of it found 
in older persons who have died of some 
other unrelated condition. It appears most 
pronouncedly in association with abesity, 
diabetes, and severe hypothyroidism. 


To throw up our hands and say that 
atherosclerosis is merely something that is 
inherited is to say nothing. The mere 
observation that the same change may take 
place in related individuals is interesting, 
not at all surprising, and of no consequence 
in getting at its fundamental nature. There 
is a physical or chemical change that is 
responsible for this phenomenon and this 
is what we are primarily interested in identi- 


fying. 
Tensions Advance With Civilization 


It is a strange circumstance that dis- 
ability and death from atherosclerosis 
should be on the increase coincident with 
the phenomenal advances in our civiliza- 
tion, and standard of living, a period marked 
by so many other gains in health, comfort, 
and human well-being. Some of this ap- 
parent increase is due to more accurate 
diagnosis and the fact that other causes 
of death, which have claimed young lives, 
have been reduced. Nevertheless most stu- 
dents of the subject are convinced that the 
increase is real in both a relative and ab- 


solute sense. Some have ascribed this 
situation to the the anxieties and tensions 
of the modern world. Unfortunately, I 
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cannot find this explanation convincing. 
Since the dawn of civilization every age 
has had its tensions and anxieties which 
I have no doubt, have always seemed the 
worst ever to those living at the time. By 
what standard, by what instrument of pre- 
cision, are we qualified to conclude that 
now has come the ultimate? I rather sus- 
pect that the lurking dangers of the jungle, 
the savage terror of the unknown, the loom- 
ing threat of pestilence and famine were 
just as real worries in times gone by as 
the atomic bomb is today. But more im- 
portant than national or international ten- 
sions as sources of anxiety, are the personal 
every day problems of the individual. His 
own individual disappointments, frustra- 
tions, losses and bereavements are the more 
potent, real and immediate sources of 
anxiety, and these have been present so 
long as man has enjoyed the mental and 
emotional attributes of a human being. 
The so called swift tempo of modern living 
has significance only in how we adjust or 
react to it. One man can fly at 2,000 miles 
an hour, as does my son, and feel as if he 
were standing still. Another rolls along 
with a horse and buggy and feels as if he 
were flying. Indeed were strain, tension and 
anxiety the critical factors in the etiology 
of vascular accidents, I see no reason why 
they should not occur more commonly in 
young individuals where these forces are 
often at their maximum intensity. On the 
other hand, there is good evidence that 
vascular accidents are the result of athero- 
sclerosis and I have found no convincing 
explanation of the role of anxiety in the 
pathogenesis of this process. 


Other Factors 


But perhaps there are other factors in 
our civilization and way of life that should 
be considered as possibly having a bearing 
on the increased incidence of arteriosclero- 
tic heart and vascular disease. Perhaps 
not all the products of technological gain 
have been benficial to man. It would be 
surprising if they were. Our scientists and 
engineers have been and are increasingly 


on a mad rampage to develop not only labor 
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saving devices but every conceivable gadget 
to enable man to avoid effort, exertion, and 
activity. We no longer tend the furnace, 
or carry out the ashes; we drive a block for 
a newspaper instead of walking, and for 
even this we no longer need use muscles 
to steer, apply the brakes or open the 
windows, and we are more tired than our 
fathers and fathers’ father used to be when 
they ran, walked, chopped wood, shoveled 
snow, dug ditches, pitched hay, stoked the 
furnace and did all the physical chores so 
abhorrent to the mid-twentieth century. 
Have you ever seen anyone take a single 
step on a moving escalator? If you have, 
it was probably some odd ball like Hans 
Kraus of New York or Doctor Klumpp. 
We are imbued with the idea, without the 
benefit of scientific rationale, that physical 
exertion and stress, particularly in adult 
life and middle age, is harmful. This has 
taken the form of a national psychosis that 
has swept the country like an ancient 
plague. We are afraid to live for fear of 
dying. 


It was Theodore H. White who said that 
the history of contemporary civilization is 
the story of the displacement of food as 
the principle source of energy by coal, pe- 
troleum, water power, gas, and I may add 
atomic fission. But we go right on stoking 
our human furnaces as we did when brawn 
and muscle power made the wheels of the 
world go round. Does all of this carry with 
it a penalty in terms of the degenerative 
diseases, heart disease, and arteriosclerosis? 
We don’t know, but some of us are begin- 
ning to suspect that it might. 


Rusting Out 


Two important fundamental biological 
principles appear to have application to 
what we are talking about. The first is 
this: Tissues and functions that are not 
used, atrophy. There is no argument about 
the application of this principle to muscle 
tissue. The functional capacity of the 
heart and blood vessels is derived from 
their muscular structure and the manfesta- 
tions of atrophy are clearly evident at all 
ages in the shortness of breath and reduc- 
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tion in work capacity that results from 
disuse. To me one of the most striking 
demonstrations of this is the astonishing 
rapidity and extent of the physical and 
circulatory deterioration that takes place 
as the result of a short period of immobili- 
zation in bed. In addition to the manifest 
effects in terms of circulation and muscles, 
we know that the bones lose their calcium, 
joints stiffen, clots form in the blood ves- 
sels, stones in the urinary tract, digestion 
is impaired, and the bowels and organs of 
excretion lose their functional efficiency. 
I have no doubt that the endocrines, in 
their delicately balanced interrelationship, 
suffer also. This immobilization in bed, 
and its effects, differ only in degree from 
the immobilization resulting from our so- 
called labor saving devices and present day 
attitudes toward physical activity. 


Based on loss of motivation and interest 
and to a large extent because of the fear 
psychosis against exercise and exertion, our 
middle-aged and older people reduce their 


physical activities still further, to the same 
effect, and with what I believe is especially 
damaging if not disastrous results. 


In addition to the consequences previ- 
ously noted, atrophy of disuse accentuates 
the lessened capacity of older persons to 
react to stress. I have no doubt that such 
avoidable atrophy is a contributing factor 
in the death of older persons subjected to 
accidents, shock, operations, deprivation, 
stress, and prolonged illnesses. 


Aside from its functional aspects, it is 
a depressing thing to see what can happen 
to the human figure, a thing of most ex- 
quisite beauty until misshapen by fat, atro- 
phy, bulges, swellings, protuberances, pen- 
dulosities, and hernias. These are not 
necessary concomitants of the aging pro- 
cess, as the fine figures of many elderly 
ladies and gentlemen without corsets, gir- 
dles, belts and trusses bear witness. 


Extremes Are Harmful 


So much has been said and written about 
the harmful effects of stress that I’m afraid 
we have been left with an entirely lop 
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sided view of its biological role. It has not 
been made entirely clear that extremes of 
stress, from the standpoint of intensity or 
duration, are harmful. In this connection 
it is safe to assume that extremes of any 
kind are harmful. Like potent medicines, 
the proper dosage is beneficial and even 
life-saving; too much is poison. In a similar 
way I look upon moderate or graded stress 
as necessary to the maintenance of good 
health, vitality, and an adequate reserve 
against the extremes of stress that in one 
way or another befall all of us. Functional 
capacities of all systems of the body can 
only be augmented through moderate stress. 
This I have no doubt applies to the mind 
and emotions as well as the rest of the 
body. This principle has, I believe, par- 
ticular application to the aging process. 
After the prime of life, the peak of which 
comes at different times for the various 
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functions of the body, a decline occurs. In 
my opinion this decline will proceed more 
slowly if the bodily functions are fully em- 
ployed and through moderate and unfor- 
tunately descending stress, they are held 
to their maximum capacities. 

What I consider one of the most im- 
portant biological principles has a bearing 
on this subject and it is this, “Nature tends 
to eliminate those who have relinquished 
their functional usefulness.” 


Unfortunately nature does not appear 
to favor mind over matter, and the full 
utilization of only our mental capacities 
does not appear to be enough. I believe 
that we must do everything we can, as we 
grow older, to resist the inclination to slow 
the tempo of our living. I am convinced 
that if you will just sit and wait for death 
to come along, you will not have to wait so 
long. 


NOTICES 


Emergency Call Plan 


The New Castle County Medical Society has inauguerated the Emergency 
Call Plan to improve the emergency coverage for the greater Wilmington area. 
The members of the Society are responsible, on a rotating basis, for evaluation 
of medical emergency and the service of medical attention for persons who do not 
have a regular physician or whose own physician is unavailable. A schedule, 
listing each doctor and the date for which he is on call for 24 hours, will be 


released monthly. 


Case Reports — A Reminder 


Requests for material for Case Reports have been sent out by the editor to 
members of the medical profession in Delaware. We are looking forward to starting 
this new feature in the Journal as soon as we have accumulated a back-log file. 
Keep them coming! 
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HAVEN FOR THE SENIOR CITIZENS OF DELAWARE 


Delaware’s Welfare Home and Hospital 
for the Chronically Ill was established in 
Smyrna, in 1933 for its senior citizens who 
need care in their oncoming years. From 
the beginning, the original members of the 
Welfare Commission carried on the admin- 
istration of the institution “as a sacred 
trust in the nature of the Sermon on the 
Mount”’. 

A $1,648,000 new addition, the Candee 
Building, was opened and dedicated in 
March of this year, and named for the Rev. 
Charles L. Candee — a retired Presbyter- 
ian minister, one of the original Board 


The State Welfare Home and 
Hospital for the Chronically III 
at Smyrna, showing the Can- 
dee Wing in the foreground. 
To the left — rear — the laun- 
dry, heating plant and opera- 
tional buildings can be seen. 
The inside courtyard contains 
shuffleboard, games and other 
recreational facilities. 


members. The addition, covering 69,000 
square feet, has four large sections — two 
for men and two for women — caring for 
200 patients; a large auditorium, library, 
four living rooms with TV and four dining 
rooms. The Welfare Home and Hospital 
for the Chronically Ill has been under the 
direction of Clarence J. Prickett, M.D., 
administrator for the past 18 years. 
The cost per patient is calculated monthly 
and presented to each patient who is deem- 
ed able to pay all or part of the cost. Those 
who canot finance themselves are taken 
care of by the State. 


The Physiotherapy Room 
with its whirlpool bath, heat 
lamp and therapy equip- 
ment is completely func- 
tional in design. 
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Four attractive Day Rooms— 
one placed at the end of 
each wing — have been de- 
signed with modern furni- 
ture and fabrics, easy to 
take care of. The patients 
use these rooms for reading, 
relaxation and social con- 
tacts with one another. Note 
the hand rails along the 
walls, designed with other 
features in the room for the 
comforts of senior citizens. 


View of a typical patient 
room, each with an outside 
view. Beds are all adjust- 
able. Wash basins and 
mirrors — tilted back — are 
high an the walls for those 
in wheel chairs. The rooms 
are planned to encourage 
patients to care for them- 
selves as much as possible. 
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Corridors are light, airy and unencumbered. 
Skylights give them pleasant light in the 
daytime. This photograph was taken looking 
up from one of the nursing stations. Again, 
note the hand rails. 
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The Forand Bill is stopped temporarily. A recent vote of the Ways 
and Means refused to allow this bill out of committee. Efforts of the 


American Medical Association and our individual members were suc- 


cessful in informing our elected Washington representatives, as well as 
the general public, and prevented ill advised legislation being foisted 
upon an unsuspecting public. Letters from our Medical Society, 


Auxiliary, Chamber of Commerce and individuals were of great help. 


Many of us fail to realize possible results of Forand type legislation. 
To the uninformed, free medical and hospital care appear very desirable. 
To the informed, Forand type legislation is undesirable for the follow- 


ing reasons: 


1. The indigent aged who need hospital and medical care would 


not be covered by the Forand Bill. 


. Most of the aged group now receiving social security have ex- 


isting forms of hospitalization. 
3. Only two percent of our population are indigent. 


4. The expense of setting up such a program is estimated at four 
billion dollars immediately and up to four billion annually. It 
is expected that Social Security taxes would reach a total of 


twenty percent in a very short time. 


While we have time, each member of our Society should inform 
his elected Washington representatives and our patients of the facts — 
that political medicine will be bad medicine. 


President, Medical Society of Delaware 
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WHEN THE SIREN SOUNDS 


“Speed is seldom, if ever, a factor in the preservation 
of a life. The excessive speed of ambulances has been 
shown to result in more traffic deaths than lives saved.” 


The above statement is by a joint com- 
mittee of the American College of Surgeons, 
the American Association for the Surgery 
of Trauma, and the National Safety Coun- 
cil. It appeared in the Journal of the 
American Medical Association for April 2, 
1960. The joint committee found that 
most of the deficiencies came under four 
main groups — wrong type of vehicle, lack 
of equipment, inadequately trained per- 
sonnel, and ineffective laws —and recom- 
mended that ambulances be regulated the 
same as other vehicles. 


In September, 1959 as Five Minutes or 
Eternity and in February, 1960 as Legal 
Manslaughter, editorials in this JOURNAL 
expressed concern about this subject. The 
editor of the New England Journal of 
Medicine has protested the police chase 
of stolen cars at dangerous speeds. 


If one editor shows undue concern for a 
subject he may be considered a crack-pot. 
When several editors together with the joint 
committee mentioned above express a simi- 
lar concern, it is possible that the crack-pots 
are on the opposite side of the fence. 


Let us review recent developments in 
Delaware. 


On April 17th an ambulance from Smyrna 
answered an accident call near Townsend. 
After picking up two injured persons, the 
ambulance allegedly went through a stop 
sign and collided with a car that was pro- 
ceeding through a yellow blinker. When 
the final score was tabulated there were 
seven persons injured. The ambulance 


May, 1960 


driver was in critical condition. The two 
“victims” of the original accident were dis- 
charged from the hospital after out-patient 
care in the accident room. 


On April 18th a ~Wilmington physician 
while answering an emergency call, pulled 
his car to the side of the street and stopped 
when a vehicle approached from behind 
with its siren wide open and its red lights 
flashing. It was an ambulance that decel- 
erated, but did not stop, for a red light at 
heavily travelled Fourth Street. The phy- 
sician later discovered that the ambulance 
was taking a boy to the hospital because a 
layman thought he might be a cardiac. 
The boy had no organic disease. 


The next day the Journal-Every Eve- 
ning in an editorial— When the Siren 
Sounds — abstracted the law regarding 
“Operation of vehicle on approach of police 
or fire department vehicle or ambulance,”’ 
chided the average driver for his lack of 
compliance with the law, and published a 
list of penalties. 


What can we do to help correct this 
situation? 


We can endorse and publicize the find- 
ings and recommendations of the joint 
committee of the American College of Sur- 
geons, the American Association for the 
Surgery of Trauma, and the National Safety 
Council. This should be done in an at- 
tempt to secure logical, just, and modern 
legislation on this subject. 


The life you save may be your own. 
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DELAWARE MEDICAL JOURNAL 


: OLIN SUDLER ALLEN, M. D. 


Wilmington cardiologist and founding member of the Dela- 
eet ware Academy of Medicine, Dr. Allen was born in Seaford and 
ys died in Wilmington on March 10th. He received his premedical 
education at Bridgeville High School, Bronns Preparatory School, 
and the University of Pensylvania. He received his M. D. from 
the Medico-Chirurgical College, now the Graduate School of 
Medicine of the University of Pennsylvania, in 1916. After interne- 
ship at the Reading Hospital, he practiced medicine in Wilming- 
ton until his retirement approximately ten years ago. For years 
Dr. Allen was one of the “regulars” at the Thursday evening 
cardiac clinic of the Pennsylvania Hospital. He was a fellow of 
the American College of Physicians. A member of one of Dela- 
ware’s medical families, he is survived by Dr. Olin S. Allen, II, 
son of his brother, Dr. B. M. Allen. 
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DORSEY WAITMAN LEWIS, M. D. 


1873 - 1960 


After sixty-four years of active medical practice, sixty-one of 
which were spent in New Castle County, Dr. Dorsey Lewis died 
on April 19th. Born in Lee Mont, Accomac County, Virginia, he 
attended Western Maryland College from which he received his 
B. A. and M. A. degrees. He received his M. D. from the Medical 
School of the University of Maryland in 1896. After practicing 
for three years in Parksley, Virginia, he moved to Odessa in 
1899 and to Middletown in 1903. 


Dr. Lewis was President of the Medical Society of Delaware 
in 1924. In addition to his active practice in which he delivered 
over three thousand babies, he was engaged in civic and business 
affairs. He was a member of the board of trustees of the Delaware 
State Hospital. 


Obituaries 
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Hypnosis Not 
Black Magic 


On Ice 


New Officers 


The Diminishing GP? 


Fellowships 


Half Century Mark 


224 


William T. Reardon, M.D., of Wilmington, demonstrated the medical 
uses of hypnosis as part of a week-long series of lectures at the 33rd 
Annual Spring Congress of Gill Memorial Hospital, Roanoke, Virginia. 
Dr. Reardon, an instructor in hypnosis at the University of Pennsyl- 
vania Postgraduate School of Medicine, used three doctors as pa- 
tients to support his theory that hypnosis is a state of relaxation 
wherein the application of positive suggestion finds use as a medical 
tool. 


The Armed Forces continue to require the services of most physicians 
liable for military service under the Universal Military Training and 
Service Act. Lt. General Lewis B. Hershey, Director of Selective 
Service, issued a reminder to physicians that shortages exist and 
will continue in certain specialties. He further urged physicians 
not to draw erroneous conclusions concerning the need of the Armed 
Forces for their services. 


The Delaware Psychiatric Society elected Kurt Anstreicher, M.D., 
as president; Charles Strahan, Jr., M.D., vice-president; Albert 
L. Ingram, Jr. M. D., secretary-treasurer; and Harry Howard, M. D. 
and William Byrne, M. D., members of council. 


Role of the GP is still an important one according to a current issue 
of Patterns of Disease (a Parke-Davis publication). An estimated 
44% of GP’S in the United States still perform minor surgery. But 
the trend is increasing to specialized training. Between 1950-1958 
the total number of physicians in this country increased by 9.5%; 
full and part time surgeons by 26%; anesthesiologists by 126%; the 
number of general practitioners decreased by 6%during the same 
period. 


The Arthritis and Rheumatism Foundation offers pre-doctoral, post- 
roctoral and senior investigatorship awards in the fundamental 
sciences related to arthritis for work beginning July 1st, 1961. Dead- 
line for applications is October 31, 1960. These fellowships are tenable 
for one year, with prospective renewal. Stipends are generous and lab- 
oratory expenses are paid. For further information and application 
forms address the Medical Director, Arthritis and Rheumatism 
Foundation, 10 Columbus Circle, New York 19, N.Y. 


The 50th Anniversary of the Wilmington General Hospital was ob- 
served with special ceremonies on April 27th. Anson B. Nixon, 
president of the hospital, was the principle speaker. A portrait of 
Albert Robin, M. D. — one of the original members of the hospital’s 
medical staff, whose efforts in behalf of the institution contributed 
to its success — was hung in the lobby of the Nurses Residence. 
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Lest We Forget 


Emotional Factor 
In Employees 


New City Health 
Commissioner 


H-E-L-P 


APAA Exhibition 


Hospital of the 
Atomic Age 


A table of some 30 drug products, produced by the pharmaceutical 
industry for diseases so rare that there is little or no financial return 
was published in last month’s New Medical Materia.. The table 
shows that the number of patients served in these rare diseases — 
over the entire U. S. market — ranged last year from a low of 5 for 
maintenance of patients with hemophilia B to a high of 18,200 for 
patients sensitive to antitoxin made from horses. The industry 
performs this service because the need is tremendous to alleviate 
suffering. 


A paper on Emotional Problems in Employees by Gerald Gordon, 
M. D., Chief, Psychiatric Section, Medical Division of the Du Pont 
Co., which was presented at the 6th Annual Industrial Health Con- 
ference of the Indiana Association of Industrial Nurses, has recently 
been published in the American Association of Industrial Nurses 
Journal. 


Wilmington’s health status was rated “good” by its new health 
commissioner, James C. Strong, M. D., formerly assistant director 
for public health for Dallas, Texas. He based his estimate on a 
brief review of the health program now in progress. 


The American College of Obstetricians and Gynecologists has set up 
a Higher Education Loan Program (H-E-L-P) with an initial work- 
ing fund of $36,000 to enable resident physicians to complete their 
training in obstetrics and gynecology. Loans up to $5,000 will be 
made. For information, write to Mr. Donald F. Richardson, Execu- 
tive Secretary, ACOG, 79 West Monroe Street, Chicago 3, IIl. 


The 23rd annual exhibition of art works byAmerican physicians will 
be held June 13-18, 1960 at the Miami Beach exhibition hall and audi- 
torium, in conjunction with the Annual AMA Convention. The show 
will include over 300 works of art in oil, water color, sculpture, crafts, 
photography and lithography. Participants and prospective ex- 
hibitors may obtain further information from Dr. Kurt F. Falkson, 
7 East 78th Street, New York City, secretary of the American 
Physicians Art Association. 


Will the ‘hospital of tomorrow’ be the answer to heading off social- 
ized medicine, the rising cost of conventional hospital care and the 
growing shortage of doctors and nurses? Plans for this hospital of 
the future were unveiled in Washington by officials of the Atomedic 
Research Center, a non-protfit organization which hopes to build a 
pilot model in Montgomery, Ala. within the next few years. 

Mass-produced prefabricated materials would be used; the outer 
shell would be a giant plastic balloon held up by air pressure; dis- 
posable linens and prepackaged frozen meals would eliminate many 
services; automated electronic equipment would maintain a continu- 
ous record of patients’ temperatures, heart actions, pluses, etc., reduc- 
ing the need for routine rounds by doctor and nurses. Other radically 
different features are to be incorporated. 
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FOR THOSE SIXTY-FIVE AND OVER 


BLUE CROSS-BLUE SHIELD COVERAGE AVAILABLE 


It has been estimated that Blue Cross 
Plans cover 30% of the total United States 
population and 24% of people 65 and over. 
Blue Shield Plans cover 24% of the popu- 
lation and a proportionate percentage of 
people 65 and over. 


The two significant features in Blue 
Cross-Blue Shield that contribute to a rela- 
tively high percentage of the aged enroll- 
ment these are the offering of a conversion 
contract to all who leave a group and the 
“no age limit” provision. Once enrolled as 
a member, there is no cancellation due to 
age, although in a few plans, benefits may 
be restricted after a specific age is at- 
tained. 


In 1959 there were eight Blue Cross Plans 
that made special senior-certificate pro- 
grams available for new members age 65 
and over and twelve Plans offering non- 
group coverage without age limit. As 
of February 29, 1960 there were sixteen 
Blue Cross Plans offering senior-certificate 
programs for persons aged 65 and over and 
sixteen Plans that removed the age limit 
from their non-group enrollment. Blue 
Shield Plans have made comparable ad- 
vances. At the end of 1959 there were 
thirty-two Plans with non-group programs 
available for persons over 65, three Plans 
with senior-certificate programs and twenty- 
three additional Plans with programs in 
various stages of development. 


The Delaware Blue Cross-Blue Shield 
Plan has 60% of the State’s population 
enrolled. Early in 1959 there were approxi- 
mately 18,000 older Delawareans who were 
not members of Blue Cross and Blue Shield 
and 14,200 Delawareans 65 years of age or 
over who already belonged to the Plan. 


In June a new combined Blue Cross- 
Blue Shield Program, the ‘65-Limited” 
Contract was made available to Delaware 
residents. The hospital portion of this 
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contract offers standard Blue Cross benefits 
for thirty days of hospital coverage with $16 
per day allowed toward room charges. These 
maximum benefit days are followed by 
thirty days at an indemnity allowance of 
$10 per day for all hospital services. To 
these in-hospital benefits, ten visiting nurse 
visits are added which will be covered at 
full charges. This program includes sixty 
days of nursing home coverage at $8 per 
day for the life of the member’s contract. 


The surgical-medical plan in the “65- 
Limited” Contract offers the benefits of 
the standard Blue Shield Contract with a 
few changes—in-hospital doctor’s visits will 
be limited to sixty days of coverage to coin- 
cide with the Blue Cross benefits. The 
surgical coverage of up to $225 for the 
surgeon’s fee, plus certain payments for 
anesthesia, x-rays and consultation accord- 
ing to the fee schedules, are the same in 
the new plan as in the standard Blue Shield 
Contract. 


The rates for the “65-Limited” program 
are $6.48 per month for hospital-surgical- 
medical coverage for an individual and $7.96 
per month for the same coverage for a 
subscriber and dependent child (or chil- 
dren) under nineteen years of age. Re- 
sponse to this coverage now approximates 
500 new members in the Plan over 65 years 
of age. 


Recently the Delaware Extended Benefits 
Program enrollment was opened to other 
than group subscribers. Subscribers, who 
left groups where standard coverage was 
available, were offered the opportunity to 
reapply for these additional benefits. In 
the future, this coverage, as well as standard 
Blue Cross-Blue Shield, may be converted 
to direct payment basis or to a pensioner 
group where a member leaves a company 
or retires. Blue Shield is making every 
effort to meet the needs of senior citizens 
as fully and practically as possible. 
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The Medical Society of Delaware has in 
preparation a pamphlet listing sources of 
care for indigent patients, and offering a 
guide to agencies which provide help in 
specific illnesses or to specific groups. From 
this are abstracted the following resources 
of particular interest to older patients and 
their physicians. 

AGENCIES 

These agencies provide help of various 
kinds in their areas of concern. Usually 
this is in the form of direct or adjunctive 
care. In some cases, financial assistance 
may be available. 


American Cancer Society 
Catholic Welfare Guild 
Delaware Commission for the Blind 
Delaware Curative Workshop 
Delaware Heart Association 
Delaware Society for Crippled Children 
and Adults 
Delaware State Board of Health 
Delaware State Hospital 
Delaware State Welfare Department 
Jewish Welfare Society 
Emily P. Bissell Hospital 
Veterans Administration Hospital 
Visiting Nurse Association 
CLINICS 
This is a listing of hospital clinics in 
the city of Wilmington of special interest 
to older patients. Contact the hospital for 
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RESOURCES FOR 
OLDER PATIENTS 


complete information. The Delaware, Mem- 
orial, St. Francis and Wilmington General 
hospitals are designated by their inital 
letters. 


Allergy (D, M, S, W) 
Arthritis (D, M) 

Audiology (D, M) 
Cardiology (D, M, S, W) 
Chest (D, M, S) 

Chiropody (D, M, S) 

Dental (D, M) 

Dermatology (D, M, S, W) 
Diabetic (D, S, W) 

ENT (D, M, S, W) 

Fracture (D) 
Gastroenterology (D) 
Genito-urinary (D, M, S, W) 
Gynecology (D, M, S, W) 
Hematology (D) 
Hypertension (D) 

Medicine (D, M, S, W) 
Neurology (D, M, W) 
Neurosurgical (D) 
Ophthalmic (D, M, S) 
Optometric (State Board of Health) 
Orthopedic (D, M, S, W) 
Peripheral Vascular (D) 
Plastic Surgery (D, M) 
Proctology (D, M) 
Psychiatric (D, Delaware State, S) 
Surgery (D, M, S) 

Tumor (D) 

Varicose Veins (D) 
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Recent Accessions to the Library of the 
O O db Delaware Academy of Medicine 


ANATOMY 
Gardner, Ernest; Gray, Donald Jd.; and 
O’Rahilly, Ronan: Anatomy, 1960. Saunders 


BACTERIOLOGY 
Burnet, F. M. and Stanley, W. M.: The 
Viruses Volume 1-3, 1959. Academic Press 
Ciba Foundation: Virus Virulence and Patho- 
genicity, 1960. Little, Brown and Company 


BIOCHEMISTRY 
Ciba Foundation: Biochemistry of Human 
Genetics, 1959. Little, Brown and Company 


CARDIOVASCULAR SYSTEM see also Pharmacology 

Guthrie, Charles Claude, Harbison, Samuel P. 
and Fisher, Bernard: Blood Vessel Surgery 
and it Applications, 1959. University of Pitts- 
burgh Press 

Hoffman, B.: Blood Pressure and Subarctic 
Climate in the Soviet Union. 1958. Osteuropo- 
Institute 


DENTISTRY 
Grossman, Louis I.: Endodontic Practice, 5th 
ed., 1960. Lea and Febiger 
Monheim, Leonard M.: General Anesthesia in 
Dental Practice, 1960 


DERMATOLOGY see Pediatrics 


ENDOCRINE SYSTEM 
Astwood, Edwin B.: Clinical Endocrinology I, 
1960. Grune and Stratton 
Williams, Robert H., ed.: Diabetes, 1960. Hoeber 


GASTROINTESTINAL SYSTEM 
Allen, J. Garrott: The Physiology and Treat- 
ment of Peptic Ulcer, 1959. University of 
Chicago Press 


GERIATRICS 
Ciba Foundation: The Lifespan of Animals, 
1959. Little, Brown and Company 
Johnson, Wingate M.: The Older Patient, 1960. 
Hoeber 
GYNECOLOGY AND OBSTETRICS 
Ciba Foundation: Cancer of the Cervix, 1959. 
Little, Brown and Company 


HEMATOLOGY 
Brinkhous, Kenneth M.: Hemophilia and Other 
Hemorrhagic States, 1959. University of North 
Carolina Press 
Leavell, Byrd S. and Thorup, Oscar A., dr.: 
Fundamentals of Clinical Hematology, 1960. 
Saunders 
INFECTIOUS DISEASES 
Hunter, George W.; Frey, William W.; and 
Swartzwelder, J. Clyde: A Manual of Tropi- 
cal Medicine, 3rd ed., 1960. Saunders 
Top, Franklin H.: Communicable and Infectious 
Diseases, 1960. 4th ed. Mosby 
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MISCELLANEOUS 
Ciba Foundation: Significant Trends in Medical 
Research, 1959. Little, Brown and Company 
Feifel, Herman: The Meaning of Death, 1959. 
McGraw-Hill 
Rees, Thomas R.: I Prescribe Laughter, 1st ed., 
1960. Vantage Press 
Smith, Homer, W.: From Fish to Philosopher, 
2nd ed. 1959. Ciba 
NOEPLASTIC DISEASES See Gynecology and Obstet- 
rics; Respiratory System; Pediatrics. 
PEDIATRICS 
Bakwin, Harry and Bakwin, Ruth M.: Clinical 
Management of Behavior Disorders in Chil- 
dren, 2nd ed. 1960. Saunders 
Bayer, Leona M. and Bayley, Nancy: Growth 
Diagnosis, 1959. University of Chicago 
Gallagher, J. Roswell: Medical Care of the 
Adolescent, 1960. Appleton-Century-Crofts, 
Inc. 
Perlman, Henry H.: Pediatric Dermatology, 
1960. Year Book 
PHARMACOLOGY 
Ciba: Diuresis and Diuretics, 1959. Springer- 
Verlag 
Seven, Marvin J.: Metal-Binding in Medicine, 
1960. Lippincott 
PHYSIOLOGY 
Welt, Louis G.: Clinical Disorders of Hydration 
and Acid-Base Equilibrium, 2nd ed. 1959. 
Little, Brown and Company 
PSYCHIATRY see also Pediatrics 
Arieti, Silvano ed.: American Handbook of 
Psychiatry, Vol. 1-2, 1959. Basic Books 
PuBLIC HEALTH 
Paul, John R.: Clinical Epidemiology, 1958. 
University of Chicago Press 
Brandt, Max, ed.: Current Problems of Soviet 
Medicine, 1958. Osteuropa-Institute 
RADIOLOGY 
Quimby, Edith H.: Safe Handling of Radio- 
active Isotopes in Medical Practice, 1960. 
Macmillan Company 
RESPIRATORY SYSTEM 
American College of Chest Physicians: Diagno- 
sis and Treatment of Tumors of the Chest, 
1960. Grune and Straton 
Knowles, John H.: Respiratory Physiology and 
Its Clinical Application, 1959. Harvard Uni- 
versity Press 
SURGERY 
Foman, Samuel: Cosmetic Surgery, 1960. Lip- 
pincott. 


PERIODICALS 


American Surgeon, Vol. 26- 
*Practionier, The, Vol. 166- 
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Auxi liary Allaire 


Profile of Our President 


“Tf you are ever asked to serve as presi- 
dent of the State Auxiliary, by all means, 
do so. It is a wonderful experience and a 
superb education in the important function 
of the Medical Auxiliary.” 


Mrs. Lemuel C. McGee, current presi- 
dent of the Woman’s Auxiliary to the 
Medical Society of Delaware, voiced these 
thoughts in an interview for this article. 
She is convinced that every doctor’s wife 
should be a member of the Auxiliary, and, 
if possible, an active one. 


Habitually avoiding personal publicity, 
Mrs. McGee consented to this biography 
because we would like “Profile of Our Presi- 
dent” to become an annual feature and 
serve to help us become better acquainted 
with each other. 


Few of us would feel that we have the 
unique qualities which make Mary Virginia 
McGee an exceptionally capable president. 
Trite cliches take on a new fresh meaning 
when applied to her — she is a lovely, poised 
and gracious lady. Her infallible good taste 
is reflected in her appearance, manner, 
home and family. 


Born in McKinney, Texas, Mrs. McGee 
grew up in Decatur and was educated at 
Baylor University in Waco. Following her 
graduation from Baylor, she taught and 
was school librarian at Baylor University 
School of Medicine in Dallas. Dr. McGee 
also received his undergraduate education 
at Baylor University, but the McGees met 
and were married in Dallas. After short 
stays in West Virginia and Boston, Dr. 
and Mrs. McGee came to Wilmington in 
the fall of 1940 when Dr. McGee accepted 
the post of Medical Director of the Hercules 
Powder Company. 


The McGees have two children. Lenore, 
a graduate of Cornell University, is pres- 
ently serving as research assistant in the 
laboratory of Dr. Francis Moore at Peter 
Bent Brigham Hospital in Boston. Made- 
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Mrs. Lemuel C. McGee 


leine, a junior at the Mt. Pleasant Senior 
High School, is looking forward to college 
but has not decided which one. Mrs. McGee 
and Madeleine spent last summer in New 
York City in order that Madeleine might 
pursue her special love, dancing. 


This year, the McGees are enjoying the 
addition of a “French daughter, ” Marie- 
France Toinet of Paris, who is here in this 
country under the AFS program. She is 
spending ten months in the McGee home 
and everyone seems to be loving it. 


An unusually gifted and creative person, 
Mary Virginia is an adept painter and her 
oil paintings, some of which decorate the 
walls of the McGee living room, always 
draw enthusiastic praise. Mrs. McGee has 
temporarily deserted painting for sulptur- 
ing, and spends one day a week at the 
Delaware Art Center. 


Another absorbing interest is Winterthur 
and Mrs. McGee has given one day a week 
for the past six years, guiding in the mu- 
seum and studying American culture and 
history of the decorative arts in the ex- 
cellent new library there. 


Delighting in music ,the theatre, reading, 
travel and the activities of her teenagers, 
Mary Virginia’s days are full and satisfying. 
How she has managed to include the work 
of the State Auxiliary presidency with such 
competence is still a mystery. 


229 


; 
ME 
he 
. 
' 
3 
: 
2 
‘ 
x 
or 
: 
GEC. 
j 


MAJOR MEDICAL MEETINGS IN DELAWARE 
Standing Schedule 


Beebe Hospital General Staff 2nd Friday Monthly 
Delaware Hospital General Staff 2nd Tuesday Feb., May, Sept., Dec. 
Kent General Hospital General Staff 3rd Tuesday Monthly 
Memorial Hospital General Staff 2nd Tuesday Jan., March, June, Oct. 
(Wilmington) 

Milford Memorial Hospital General Staff 2nd and last Tuesdays Monthly 
Nanticoke Memorial Hospital General Staff Ist Thursday Monthly 
St. Francis Hospital General Staff 4th Tuesday March, May, Oct. 

lst Tuesday December 
Wilmington General Hospital General Staff 4th Tuesday Jan., April, Sept., Nov. 
Kent County Medical Society Monthly Meeting 3rd Tuesday September - June 
New Castle County Medical Monthly Meeting 3rd Tuesday September - June 

iety 
Sussex County Medical Society Monthly Meeting 2nd Thursday September - June 
Delaware Academy of Monthly Meeting lst Tuesday September - June 
General Practice 
Delaware Pathology Society Weekly Meeting Each Friday 

Special Schedule 
American Medical Association Annual Meeting Miami Beach, Fla. June 13-17, 1960 
Medical Society of Delaware Annual Meeting Rehoboth, Delaware September 8, 9, 10, 1960 
Delaware Academy of Medicine Joint Meeting Delaware Academy October 18, 1960 
New Castle County Medical Society of Medicine 


Delaware Diabetes Association 
Speaker: Thaddeus S. Danowski, M.D. 


‘me em Academy of Annual Lecture Wilmington, Del. November 29, 1960 
icine 
Speaker: Richard H. Overholt, M.D. 
Delaware Academy of Annual Meeting Delaware Academy of December 9, 10, 1960 
General Practice Medicine 
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The first specific aldosterone-blocking agent... 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - 


HEPATIC CIRRHOSIS 


THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. ' 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6G. SEARLE «@ co. 


Chicago 8O, lilinois 


Research in the Service of Medicine 
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A significant statement about 
serum cholesterol and dietary fats 


@ It is now well recognized that serum cholesterol levels in man can be 

lowered by the judicious substitution of one type of dietary fat for another. However, 
it is relevant to inquire whether a patient can be assured that such a radical change in 
his dietary habits will prevent coronary occlusion or a cerebral vascular accident. 

This question must unfortunately be answered in the negative, for it has not been proved 
that lowering the level of serum cholesterol will prevent either the occurrence 

or the end-results of atherosclerosis. At the present time, clear proof of this 
proposition still seems many years away. Nevertheless, there are many reasons for 
believing that there is some connection between cholestero] metabolism 

and atherosclerosis, and, while waiting for elucidation of this relationship by 
laboratory workers, it seems justifiable to apply certain dietary procedures 

that are theoretically harmless and possibly beneficial. a a 


Excerpted from J.A.M.A., Aug. 29, 1959 


GAS CHROMATOGRAPH OF WESSON-the pure vegetable oil ae 


Produced by Independent Laboratory 
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Note High Linoleic Acid Content, 52.9% Poly-unsaturated. 
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FREE Wesson recipes, available in quantity 
for your patients, show how to prepare meats, 
seafoods, vegetables, salads and desserts with 
poly-unsaturated vegetable oil. Request quantity 
needed from The Wesson People, Dept. N., 
210 Baronne St., New Orleans 12, La. 


Pare Vegetable 


WESSON'S IMPORTANT 
CONSTITUENTS 


Where a vegetable (salad) oil is medically recom- 
mended for a cholesterol depressant regimen, 
Wesson is unsurpassed by any readily available 
brand. 


To be effective, a diet must be eaten by the patient. 


Wesson is 100% cottonseed oil... 
winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% The majority of housewives prefer Wesson,* par- 

‘a Oleic acid glycerides (mono-unsaturated) 16-20% ticularly by criteria of odor, flavor (blandness) and 

‘ Total unsaturated 70-75% lightness of color. 

. Palmitic, stearic and myristic glycerides (saturated) 25-30% Uniformity you can depend on. Wesson has a poly- 
eee . unsaturated content better than 50%. Only the 
es Phytosterol (predominantly beta sitosterol) 0.3-0.57% lightest cottonseed oils of highest iodine number are 

ie Total tocopherols 0.09-0.12% selected for Wesson, and no significant variations 


in standards are permitted in the 22 exacting speci- 
fications required before bottling. 


*Reconfirmed by recent tests against the next leading 
brand with brand identifications removed, among a 
national probability group. 


Never hydrogenated—completely salt free 


Each pint of Wesson contains 437-524 Int. Units of Vitamin E 
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The choice of confidence... 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “‘just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


diagnostic x-ray equipment 
planned for private practice! 
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tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. ¢ HOpkins 7-5340 


PHILADELPHIA 


Hunting Pk. Ave. at Ridge « BAldwin 5-7600 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


record of effectiveness—over 200 labora- 
tory and clinical Bpee from 14 countries. 


of safety and flexibility—no serious 


adverse clinical reaction ever documented. 


Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 


(brand of hydroxyzine) 


Special Advantages 


unusually safe; tasty syrup, 
10 mg. tablet 


Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


Supportive Clinical Observation 


‘... Atarax appeared to reduce anxiety 

and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


.--and for additional evidence 


Bayart, J.: Acta ogee. belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 ‘1957. 
Nathan, L. A., and Andeilman, M. 
M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
in old age.”’ Smigel, 

et al.: Am. Geriatrics Soc. 
3 61 ‘Uan.) i959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
4 : Minerva med. 48:607 (Feb. 

21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Van. 3) 1959. Coirauilt, R., et al.: 
Presse méd. 64:2239 
1956. Robinson, H. M., 

South. M. J. 50:1282 (oct) "1957. 


HYPEREMOTIVE 
ADULTS A 


does not impair mental acuity 


*,.. especially well-suited for ambula- 

tory neurotics who must work, drive 
a car, or operate machinery.”’ Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, J. Florida M. 
A. 45.549 1958. Menger 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; botties of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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Used in the bath SARDO releases 
millions of microfine water-dispersible 
globules* to provide a soothing, softening 
a suspension which enhances your other 
| therapy. SARDO baths... 


2 rehydrate the dry, itchy, scaly skin. 


add comfort to the therapeutic care in the bath 


3 act to measurably increase natural 


for atopic dermatitis 
; 4 minimize loss of natural oil and , aa 
excessive moisture with a fine eczematoid dermatitis 


non-occlusive film 
senile pruritus 


Patients will appreciate pleasant, 


convenient, easy to use, pine-scented contact dermatitis 
SARDO, Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. Soap dermatitis 


1. Spoor, H.J.: N. Y. State J. Med. Oct. 15, 1958 


Somples and literature 


yours for the asking. 
75 East 55th Street 


Sardeau, [ ne. New York 22, N. Y. ©1959 *Patent Pending, T.M. 
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pended in distilled water in a 
constant temperature container 
(37°C) eauipped with mechan- 
ical atirrer and pH electrodes. 
Hydrochioric acid was addad as 
needed to maintain pH at 3.5. 
The volume of acid required was | 
recorded at frequent intervais 
for one hour, 


mi. 0.1 N HCl 


GREATLY HEIGHTENED REACTIVITY 
to acid characterizes the action of New Creamalin Ant- 
acid Tablets.” They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPATING, New Creamalin Antacid 


Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


EACH NEW CREAMALIN ANTACID 
TABLET contains 320 mg. of specially processed, 


highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 


Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 


How Supplied: Bottles of 50, 100, 200 and 1000. 


1. Hinkel, E. T., Jr.: Fisher, M. P., and Tainter, Ui) | | 


M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 
July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 
and Tainter, M. L.: J. Am. Pharm. A. (Scient. LABORATORIES 


Ed.) 48:384, July, 1959. New York 18, N. Y. 


FOR PEPTIC ULCER + GASTRITIS - GASTRIC HYPERACIDITY 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’.. 


4 @ Combines the anti- 
inflammatory effect 1 
of hydrocortisone with — 
the comprehensive 
b 


: brand OINPMENT actericidal action 
| of the antibiotics. 


OINTMENT: Tubes of % oz. and % oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS ~ N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 2 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

Lotion: Plastic squeeze bottles of 20 cc. 

PowpeERr: Shaker-top bottles of 10 Gm. 


5 ® Offers combined anti- 

3 i biotic action for treating 

LYSP () N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, 
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no irritating crystals - -uniform concentration in each drop 
STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘*The solution of prednisolone has the 1. Lippmann, O.: Arch. Ophth. §7:339, March 1957 
2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 


advantage over the suspension in that no 
eriie Op aimic solution . 
crystalline residue is left in the patient's HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
cul-de-sac or in his lashes.... The other Ophthalmic Solution HYDELTRASOL’. In 5 cc. and 2.5 cc 
advantage is that the patient does not have to pe vials. Also a came 0.25% eating 
intment NEO-HYDELTRASOL (with neomycin sulfate) 
shake the drops and Is therefore sure of and 0.25% Ophthalmic Ointment HYDELTRASOL. 


receiving a consistent dosage in each drop.'’? in 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


69) MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 


resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 


HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used, In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 


PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 


Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 cc. teaspoonful), 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPE 


potassium phenethicillin 


: 
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build appetite 
with 
B complex 
vitamins 


prevent 
nutritional 


anemia 


with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


in taste-tempting promote 
cherry flavor 

Average dosage, 1 teaspoonful pr otein uptake 
(5 cc.) contains: 
Vitamin Biz Crystalline . . . 25 megm. potentiating effect 
Thiamine HCI(B;) ..... 10mg. 
Pyridoxine HCI(Bg). . . . . of |-Lysine on 


Ferric Pyrophosphate (Soluble) 250 mg. 
iron (as Ferric Pyrophosphate) 30 mg. 


Bottles of 4 and 16 fl. oz. 


low-grade 
protein foods 
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tense 
and 

nervous 

patient 


relief comes fast and comfortably 


— does not produce autonomic side reactions 


— does not impair mental efficiency, 
motor control, or normal behavior 


— has not produced hypotension, Parkinson-like 
symptoms, agranulocytosis or jaundice 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets or as MEPROTABS* — 400 mg. unmarked, 
coated tablets. 


meprobamate (Wallace) 


@TRADE-MARK 


Wy) WALLACE LABORATORIES / New Brunswick, N. J. 


cm-11186 
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relieves both stiffness and pain 
with safety... sustained effect 


In 100 consecutive patients with the low back syndrome, Kestler* 
reported that particularly gratifying was the ability of Soma “‘to relax 
muscular spasm, relieve pain, and restore normal movement, thus 


speeding recovery in a large majority of the patients.” 


RESULTS WITH SOMA IN THE LOW BACK SYNDROME* 


*Investigators’ reports to the Medical Department, Wallace Laboratories. (Total of 278 cases) 


NOTABLE SAFETY—extremely low toxicity; no known contraindications; side effects 
are rare; drowsiness may occur, usually at higher dosage 


RAPID ACTION — starts to act quickly SUSTAINED EFFECT — relief lasts up to 6 hours 
EASY TO USE —usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime 


SUPPLIED — as white, coated, 350 mg. tablets, bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


1. Kestler, O.: In The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne State University Press, Detroit, 1959. 2. Berger, 
F. M.; Kletzkin, M.; Ludwig, B. J.; Margolin, S., and Powell, L. S.: J. Pharm. Exp. Ther. 127 :66 (Sept.) 1959. 3. Spears, C. E. and 
Phelps, W. M.: Arch. Pediat. 76:287 (July) 1959. 4. Phelps, W. M.: Arch. Pediat. 76:243 (June) 1959. 5. Friedman, A. P.; Frankel, 
K., and Fransway, R. L.: Papers presented at Scientific Meeting, New York State Society of Industrial Medicine, Inc., New York, 
Sept. 30, 1959. 6. Kuge, T.: Unpublished reports. 7. Ostrowski, J. P.: Orthopedics 2:7 (Jan.) 1960. 


Literature and samples on request 


Also available on request: The Pharmacology and Clinical Usefulness of Carisoprodol, Wayne 
State University Press, Detroit, 1959. (185 pages) 


(carisoprodol Wallace) 


® 
Wy Wattace Laporatories, New Brunswick, New Jersey 
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Today—as before— 


Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 
appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 
smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 
tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


If you would like the 
booklet for your own use, 
Story of Kent,’’ 
write to: 

P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes —through Lorillard Research! 


b> 
4 
4 
i 
Sor 
F 
i 
3 
Y 
ICGARETTES 
FUTER 
CivsivE 
6 ~ 
is 
4 int 
: 


xliv DELAWARE MEDICAL JOURNAL May, 1960 


in arthritis 
and allied disorders 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
eminence of Butazolidin among the 
potent non-hormonal 

antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 

marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® brand of phenylbutazone: 
Red-coated tablets of 100 mg. 

Butazolidin® Alka: Capsules containing 
Butazolidin® 100 meg.; dried aluminum 
hydroxide gel 100 mg. ; magnesium trisilicate 
150 mg.; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York 
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Maximal Absorption = COMPARATIVE ORAL SERUM LEVELS* 
Acid stable, highly soluble Fasting and Non-F asting States / 250 Mg. Dose 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


AVERAGE SERUM LEVELS Mog. /Mi. 


*Based on 3294 individual serum antibiotic deter- 
DOSAGE: For moderately severe conditions, 125 to 250 minations. Complete details available on request. 
mg. three times daily. For more severe conditions, 500 

mg. as often as every four hours around the clock. 


MAXIPEN, the orally maximal penicillin, 
To shown less is a triumph of man over molecule; a 
reactions n older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. of 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being 
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ECKERD’S 
DRUG STORES 


COMPLET 


DRUG SERVIC 


FOR 
PROTECTION AGAINST LOSS OF IN- 
PHYSICIAN - PATIENT COME FROM ACCIDENTS & SICKNESS 


BIOLOGICALS AS WELL AS HOSPITAL EXPENSE 
PHARMACEUTICALS BENEFITS FOR YOU AND ALL YOUR 
HOSPITAL SUPPLIES ELIGIBLE DEPENDENTS. 


SURGICAL BELTS ant 
ELASTIC STOCKINGS SURGEONS 
TRUSSES COME FROM 


PHYSICIANS CASUALTY & HEALTH 
900 Orange Street ASSOCIATIONS 


513 Market Street 723 Market Street OMAHA 31, NEBRASKA 


Fairfax 
Manor 


3002 Concord Pike 
: Since 1902 
Park DuPont Highway Handsome Professional Appointment 


Merchandise Mart Gov. Printz Blvd. Book sent to you FREE upon request. 
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when sulfa is your plan of therapy... KYNEX is your drug of choice 


OUTSTANDING 1-DOSE-A-DAY SULFA—Rapid peak attainment in 1 to 2 
hours'’’... approximately one-half the time of other single-daily dose sulfas.’ 
High free levels—as much as 95 per cent of circulating levels remaining in fully 
active unconjugated forms.’ Extremely low 2.7 per cent incidence of side effects 
in a clinical study on 223 patients.‘ Includes total reactions (subjective and 
objective), all temporary and rapidly reversed. No crystalluria reported. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: Adults. 0.5 Gm. 
{1 tablet) daily following an initial first day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 mg. sul- 
famethoxypyridazine activity per tsp. (5 cc.). Bottles of 4 and 16 fl. oz. 


New for acute G. U. infection AZO KYNEX Tablets (for q. i. d. 
dosage), 125 mg. KYNEX sulfamethoxypyridazine in the shell 
with 150 mg. phenylazodiaminopyridine HCI in the core, 


1, Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 2. Boger, W. P.: In: Antibiotic Annual 1958-1959, Medical Encyclopedia, 


Inc., New York. 1959, p. 48. 3. Sheth, U. K.; Kulkarni, B. $., and Kamath, P. G.: Antibiotic Med. & Clin. Ther. 5:604 (Oct.) 1958. 4. Anderson, P. C., and Wissinger, H. A: 
U. $. Armed Forces M. J. 10:1051 (Sept.) 1959. 


2D LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 
J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington OL 8-6471 


If it’s insurable we can insure it 
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Health 


American Me dical Association 
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of Good Buy in 
Dublic Relations 


4 Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


_ Give your shaeibesiis order to a member of 


“your local Medical Society Woman's Auxiliary, 


who can give you Special Reduced Rates. 
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Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Garden City, N. Y. 


Gy 


Skokie, Ill. 7 | No. Massapequa, L. I., N. Y. 


Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y. 


Norwich, Vt. 
DELALUTIN Offers these advantages over other progestational agents 


¢ long-acting sustained therapy ¢ more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses « fewer injections required ¢ low viscosity makes administration ea:y 


Complete information on administration and dosage is supplied in the package insert 


Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oi) 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproa’ 
in castor oil, preserved with benzyl alcohol. 
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i Squibb Quality — The Priceless Ingredient 
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Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 

In Lanesta Gel 7-chloro-4-indanol, a new, eftective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 
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of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. | 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 


spermatozoa. or, 


Gel 


Supplied: Lanesta Exquiset® . . . with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio. 


A product 
of Lanteen® 


Distributed by GEORGE A. BREON & CO., New York 18, N. Y. 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHY IS DIABETES IN INFANTS 
SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- 
cause the accompanying symptoms of anorexia 
and vomiting are also characteristic symptoms 
of many other ills of infancy. 

*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, 
A. L.: Diabetes 8:289, 1959. 

for those pediatric puzzlers...“A routine urinalysis 
and blood sugar should be done whenever the 
possibility of diagnosing diabetes is entertained.”* 
the standardized urine-sugar test for reliable quantitative estimations 


COLOR-CALIBRATED 
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BRAND Reagent Tablets 84060 
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DIABETES MELLITUS AT AGES 1 T0 5 


Order of Frequency of Presenting Symptoms in 110 


Patients 

No. of Per cent of 
Symptoms Patients total group 
Polyuria 
Polydipsia 
Weight loss 
Polyphagia 
Anorexia 
Lethargy 
Enuresis 
Vomiting 
Irritability 
“Craving for sweets” 
“Sticky diaper” 
“Strong odor to urine” 
Glycosuria 
Hypoglycemia 
Personality change 
Boils 
Headache 
Abdominal cramps 0.9 
Adapted from Traisman, H. S.; Boehm, J. J., and New- 
comb, A. L.* 
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e full-color calibration, clear-cut color changes 

e established “plus” system covers entire critical range 
¢ Standard biue-to-orange spectrum 

¢ standardized, laboratory-controlled color scale 

¢ “urine-sugar profile” graph for closer control 
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